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When asked a few weeks ago to prepare a ten 
minute paper, I could think of nothing that would 
be of more interest than a relation of the method 
I have learned to employ as a result of many years 
of work at my clinic at the Polyclinic. When I 
began my service as an assistant at the clinic in 
1885, we used the old cumbrous methods, drastic 
purging, elaborate preparation of the patient and 
the site of operation, antisepsis instead of asepsis, 
drainage’ when in doubt (and in nearly all cases 
we were in doubt) a crude technic with its neces- 
sarily high mortality and morbidity, the so-called 
stimulation of the patient by strychnia and digi- 
talis, and enforced immobility of the patient with 
many weeks in bed. A gradual evolution has led 
to the reversal of most of these conditions and to an 
increasing simplicity in the management of ab- 
dominal cases until, during the last few years, we 
have treated them substantially as I shall now de- 
scribe, with a great fall in the mortality and mor- 
bidity, a great lessening of post-operative pain and 
discomfort, and practically an entire absence of 
post-operative hernia. 

It must be understood that all the measures I am 
about to describe must be considered as subject to 
criticism and a change when something better may 
be found. With better training for our younger 
surgeons, with increased knowledge of the simpli- 
fied and perfected technique which will eventually 
prevail, morbidity—and with it, mortality—from 
purely surgical causes should drop almost to th 
vanishing point. 

The patients are first seen, examined, and treated 
at the dispensary of the Polyclinic, so that we have 
knowledge of their general physical, as well as of 
their pelvic and abdominal conditions. If opera- 
tion is considered necessary, they are admitted to 


*Read at a meeting of the N. Y. Academy of Medicinee, 
February 24th, 1916. 


the hospital and prepared; the preparation usually 
being very simple and consisting of a mild laxative 
on the morning of the day preceding the operation, 
followed by an enema the evening before, together 
with the preparation of the skin. 

Severe purging is avoided as being unnecessary 
and weakening as well as a source of great discom- 
fort to the patient I would strongly emphasize 
this point, as there are still many who employ drastic 
measures to clean out the intestinal tract. One very 
prominent surgeon of my acquaintance gives as a 
routine six compound cathartic pills the day be- 
fore operation, followed by repeated ememata until 
the rejected fluid comes away clear; and many 
others follow substantially the same plan. There 
is no doubt in my mind that severe purging in- 
creases the tendency to bowel distension and gas, 
is a source of great discomfort, and increases post- 
operative intestinal atony, nausea and vomiting. Ask 
any convalescent patient who has gone through 
both methods of preparation, which has given her 
least discomfort both before and after operation, 
and she will not hesitate in her answer. 

Only rarely are patients held in the hospital for 
more than twenty-four hours before operation. 
Usually the evening before operation the abdomen 
is shaved and scrubbed with tincture of green ‘soap 
and warm water, rubbed on with a piece of clean 
gauze. The soapy water is carefully and completely 
washed off and the skin is dried with alcohol and 
covered with a light dressing of sterile gauze. 
When the gauze is removed before operation, the 
dry skin is painted with three and a half per cent. 
tincture of iodine. In emergency cases the pre- 
liminary preparation may be omitted and the opera- 
tion safely performed a few minutes after the 
iodine painting. 

A moderate Trendelenburg position is used in 
nearly all cases except acute appendicitis and where 
there is reason to fear some valvular lesion of the 
heart or degeneration of the cardiac musculature. 
An intermuscular or the suprapubic transverse in- 
cision is used in nearly all cases. The transverse 
incision has been found to give most satisfactory 
results, with great freedom from hernia and an 
inconspicuous scar. Its greatest fault is the liability 
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to the formation of hematomata from imperfect or 
careless hemostasis. 

Gentleness of manipulation is strongly urged; no 
rough handling or sponging of peritoneal surfaces 
is allowed. Where it is necessary to hold back 
intestines or to protect them from probable infec- 
tion, broad gauze pads wrung out of normal salt 
solution are used ; otherwise gauze is kept out of the 
peritoneal cavity. Vessels are ligated before being 
divided and clamps are never applied except to 
tissues that are to be removed; I believe this to be 
an important means of avoiding thrombosis and 
consequent embolism. Great care is taken to repair 
all torn or denuded peritoneal surfaces. It is cer- 
tain that the less peritoneal surfaces are handled or 
exposed to the drying influence of air, the more 
gentle all necessary manipulations can be made, 
and the more carefully peritoneal breaks are re- 
paired, the less will be the complaints from post- 
operative adhesions. 

No. 1 or 2 plain catgut is used in the peritoneal 
cavity, doubled where greater strength is necessary, 
as in mass ligature of the broad ligaments. No. 0 
or 1 chromicized gut is used for intestinal work and 
occasionally fine silk, celluloid linen being discarded 
as dangerous and liable to produce late complica- 
tions. Abdominal incisions are closed in layers with 
No. 1 plain catgut for the peritoneum and usually 
No. 2 ten-day chromicized gut for fascia and No. 
0 or 1 plain catgut for the skin. Where there 
seems danger of wound infection, through-and- 
through silkworm gut sutures are used in median 
incisions in addition to the catgut layer sutures. | 

Before the patient is taken off the table, she is 
given a hypodermatic injection of atropine sulphate 
gr. 1/120, followed in a few minutes by one of 
eserine salicylate gr. 150. The eserine can be re- 
peated at six hour intervals, as may be needed. It 
is found to have a positive effect in relieving post- 
operative pain, and in helping to blot out the recol- 
lection of pain. It lessens nausea and shock, and 
promotes intestinal peristalsis. To produce the best 
effect, it should be given before the patient is taken 
from the operating table. Morphia is needed to 
control pain in only one case in four and then rarely 
m more than one dose of a sixth or a quarter of a 
grain. Eserine should not be used in larger doses 
than 1/50 gr., or at shorter intervals than four to 
six hours, as it is easy to harm by over-stimulation 
of the unstriped muscle. It should also be remem- 
bered that where there is actual obstruction eserine 
is dangerous. 

After a long anesthesia the stomach is washed 
out at the end of the operation. If there is vomit- 


ing, water with a little bicarbonate of soda is given 
freely by mouth and, when the condition will per- 
mit, the head and shoulders are raised. To relieve 
shock, to supply fluids, to promote peristalsis, and 
to control thirst, a half pint to a pint of pure water 
is given by rectum every four hours until the bowels 


_ move or until the patient can take fluids freely by 


mouth. Twenty grains of aspirin are often given 
with the water and apparently it has the same effect 
in relieving pain or nervousness as a sixth of a 
grain of morphia. The bowels frequently move 
spontaneously ; if they do not, castor-oil is given on 
the third or fourth day; as a rule, no other medica- 
tion is employed. 

After operation, the patient is allowed from the 
first to turn in bed or to be moved by the nurse. On 
the fourth day, unless there is some contraindica- 
tion, she is lifted out of the bed into a chair for 
a short time, say a half hour. The time out of bed 
is gradually lengthened, as the patient’s strength 
increases, to an hour or more twice a day and the 
patient is encouraged to take a few steps so that 
by the end of the week she is able, easily and usually 
smilingly, to walk from the ward or room. It is 
found that early mobility encourages the patient, 
lessens nausea, promotes the early return of ap- 
petite, increases peristalsis, makes the use of the 
catheter seldom necessary, makes the bowel move- 
ments easier so that there is less need of laxatives, 
improves the respiration, lessens the tendency to 
pulmonary complications, prevents loss of muscle 
tone and greatly facilitates a rapid convalescence. 

It is to be emphasized that getting the patients 
up in this way does not mean that they are to be 
out of bed all day, or are to be allowed to go to 
work in a week or two weeks, or that they are 
not to have the benefit that comes from rest and 
good feeding, but it does mean that the little periods 
out of bed greatly help toward these desirable ends. 
When patients are sent home early from the hospi- 
tal, as they usually have to be because of the 
crowded wards, they are to be kept in bed most 
of the day for another two weeks, or longer if any 
special reason exists. With a transverse incision 
no special bandaging is needed; with a vertical in- 
cision a many-tailed bandage of adhesive plaster 
was always applied before the patient was allowed 
up and was worn when the patient left the hospital. 
With these precautions, we have not seen the late 
neurasthenic conditions, hernias, or other ill-results 
that have been said to follow early rising. 

To show broadly the results obtained at the clinic 
by the use of these measures, I have asked Dr. 
Tovey, who was first assistant at the clinic, to go 
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over the records of the five hundred abdominal 
cases preceding my resignation from the clinic, and 
tabulate the operations, the time of being allowed 
out of bed, time of discharge from the hospital and 
the deaths and complications, which tabulation I 
append. It is understood, of course, that each 


case is noted under what was considered its most 
important head and that in very many a number 
of other operations were performed at the same 
time, as, for instance, an appendicectomy in every 
case where its performance could be done without 
creasing greatly the risk to the patient. 


Average Average 
Operation Day Out Day Out of Remarks. 
of Bed. Hospital. 
17 Radical hysterectomies (Wertheim) for cancer 6th day 14th day 3 deaths: 
2 septic 


67 Supra-vaginal hysterectomies for fibroids.... 
6 for intraligamentous fibroids, of which one 
proved to be 

1 Hysterectomy for uterus bicornis with rup- 
ture of pregnant born... 

1 Hysterectomy for double uterus with ectopic. 
1 Hysterectomy for carcinoma of ovaries...... 
50 Hysterectomies for double pyo-salphinx...... 


2 Hysterectomies for ectopic................. 
79 double: 
7 for tuberculosis. 
26 both ovaries removed. 
43 one ovary removed. 
10 no ovary removed, but in six cases 
resected. 
33 one-sided: 
9 remaining ovary resected. 
14 salpingo-oophorectomies, one-sided. 
13 for ectopic. 
11 were double. 
10 single, of which eight were intraliga- 
mentous. - 


21 acute. 
23 chronic. 
1 Abscess of prevesical space ................ 
4 Nephropexy. 
10 Nephrectomy. 
1 Decapsulation with drainage. 
7 were umbilical with lipectomy........... 


5 were umbilical simple ................. 
6 were post-operative: 
4 ventral repaired by transverse incision 
2 repaired by overlap. 
1 primary union, but recurred......... 
1 gall-bladder incision ............... 


1 exhaustion 


6th “ 13th “ 


a .* 12th “ 1 septic pneumonia, 
recovered 

15th “ 

8th “ 14th “ 

2nd “ 8th “ 

oth “ 14th “ 

4th “ Sh “ 2 deaths: 
1 pneumonia 
1 septic 


4th “ 10th “ 
4th “ 10th “ 


death from intes- 
tinal abstruction. 


4th “ 10th “ 


death from embol- 
ism of lung. 


4th “ 10th 


7th “ 14th 

4th “ 10th “ 1 death from general 
peritonitis, a m b u- 
lance case. 


6th “ 14th “ 
6th.“ 14th “ 
6th “ Oth “ 1 death from ileus. 


6th. “ 13th...‘ 

16th. 1 death from embol- 
ism on the 6th day. 

14th “ 


Sh “ 
14th “ Zist 


14th “ “ 
Sth.“ 
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Average Average 
Operation. Day Out Day Out of Remarks. 
of Bed. Hospital. 


13 cholecystostomy. 
5 cholecystectomy. 
1 tumor of liver, resection. Gumma. 


1 Lateral Anastomosis for fecal fistula of de- 
scending colon and sigmoid.............. 


1 death from embol- 
ism on the 8th day. 


18th “ 
10th “ 20th “ 


mn 28th “ Left hospital with fis- 
tula, which later 


closed spontan- 


eously. 
2 Suppurative diverticulitis .........0.0.s0000. 15th “ 22nd “ 
17 Adhesions about colon, pylorus, duodenum, 
attd ileus, “Lane’s kinks,” “Jackson’s mem- 
3 Exploratory. 
500 Cases with 11 Deaths: Complications. 
Deep wound 6 
Fecal fistula with spontaneous healing..... 2 


THE LOCATION AND CAUSE OF LIME DE- 
POSITS ASSOCIATED WITH SUBACRO- 
MIAL BURSITIS; “EXCISION OF 
THE BURSA.” 

Wa ter M. Brickner, M.D., F.A.C.S., 
Associate Surgeon, Mount Sinai Hospital, 

New York City. 

(From the 3rd Surgical Service.) 


In an article entitled “Prevalent Fallacies Con- 
cerning Subacromial Bursitis. Its Pathogenesis 
and Rational Operative Treatment” (American 
Journal of the Medical Sciences, March, 1915), I 
referred to the following fallacies: 

1. That thickening of the bursal wall casts a 
shadow in the roentgenogram. 

2. That the calcareous deposit found in many 
of the cases is in the bursa. 

3. That subacromial bursitis often arises from 
vaguely conceived bacterial or “toxic” irritation. 

4. That subacromial bursitis is marked by de- 
cided swelling in the deltoid region. : 

5. That there is a characteristic point of tender- 
ness over the outer aspect of the shoulder just 
below the acromion margin, and that the absence 
of this sign indicates, clinically, the absence of bur- 
Sitis. 

6. That the routine operative treatment to be 
recommended is “excision of the entire bursa.” 

“A personal study of over one hundred cases of 


shoulder disability, including nineteen that showed 
this calcareous deposit roentgenographically, seven 
of which I operated upon,” led me to report the 
following conclusions in respect to these fallacies: 


1. A much thickened bursal wall casts no roent- 
gen shadow. The shadow is due to a calcareous 
deposit. 

2. The calcareous deposit is not in but entirely 
beneath the bursa, in or on, or in and on the supra- 
spinatus tendon, or CeHRIORERy: the infraspinatus 
near its insertion. 


3. “The assumption of a bacterial or toxic origin 
for subacromial bursitis has never been substan- 
tiated by any evidence. * * * 

“Excluding the rare tuberculous form described 
by Bilhaut (of which I have seen but a single in- 
stance), and the purulent type occasionally occur- 
ring metastatically in septic processes (of which 
I have operated upon three cases), I believe that 
subacromial bursitis is of traumatic origin, and that 
it is produced by bruising the structure between 
the acromion and the greater tuberosity (over 
which latter the adhesions and the thickening of 
the bursal wall are most often found). When, as 
is frequently the case, the underlying tendon is like- 
wise contused or torn, the lime salts deposit in the 
area of necrosis that develops in this poorly vas- 
cularized tissue.” 

4. In the early stages there may be swelling due 
to serous effusions in the bursa. In later stages 
swelling in the deltoid region is unusual. More often 


there is a decided flattening due to muscle atrophy. 
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5. Tenderness over the outer aspect of the 
shoulder just below the acromion, where it is usu- 
ally sought for, is as often absent as present [more 
often absent]. The site of tenderness I find most 
constant in subacromial bursitis is anteriorly, over 
the lesser tuberosity. 

6. The recommendation in text-books to “ex- 
cise the bursa” is to be condemned if, as is unlikely 
(vide infra), the authors mean literally to “excise 
the bursa.” 

“The subacromial is one of the largest bursz in 
the body. Above it is adherent to the under sur- 
face of the acromion process and the coraco- 
acromial ligament wherefrom it is reflected onto 
the joint capsule. Below it is adherent to the inner 
surface of the deltoid muscle, extending fully one 
and a half inches distad to the greater tuberosity. 
Anteriorly and posteriorly, it encircles almost one- 
half the circumference of the humerus, and is at- 
tached by its under surface to the bone, the joint 
capsule, the biceps sheath and the tendons of the 
subscapularis and the spinati. Surely, the complete 
removal of this extensive, intimately attached 
structure would be an imposing task! For an at- 
tempt to perform it I can conceive but a single 
indication—tuberculosis.” 

All of these conclusions have been supported by 
the further study of a large number of cases and, 
especially, by my observations in, to date, fifteen 
operations. 

These calcareous shoulder deposits occur, it 
seems, only in adults. - Probably some metabolic 
disturbance predisposes to their formation (some- 
times they are re-absorbed) ; and, since the condi- 
tion is not a rare but a fairly common one, it is 
worth determining, if possible, what that disturb- 
ance is. In order to do this there must, however, 
first be a clear conception of the pathologic anat- 
omy of these deposits and the associated bursitis. 
I am, therefore, led to revert here to my findings, 
for I have been misquoted as believing that all these 
cases should be operated upon, and because [I still 
hear roentgenologists and surgeons speak of “the 
shadow of a thickened subdeltoid bursa” and “cal- 
careous deposit in the bursa.” In the Journal of 
the American Medical Association, January 22, 
1916, a Chicago physician, reporting a single case 
operated upon by him, stated that the shadow of 
the deposit was too far from that of the humerus 
to be within the tendon, that he found this deposit 
in the outer wall of the bursa, and that he extir- 
pated the bursa (which he recommended, from his 
single experience, as the best treatment). Although 
these mistakes of observation and deduction were 
forestalled in my article above referred to, I have 
replied to them in the Journal of the American 
Medical Association, March 18, 1916, page 912. 


It is clear that those who recommend “extirpa- 
tion of the bursa” mean thereby (as the above au- 
thor now admits) merely the removal of the dis- 
eased portion—a very different procedure and, in 
my experience thus far, an unnecessary one. 

In my article on “Prevalent Fallacies,” etc., I 
said: “The shadow * * * may be * * * 
separated by a wide space from the bone,” and in 
another article’: “It may be very large * * * 
or appear to follow more or less evenly the line of 
the bursa. It is this latter appearance, especially, 
and the faulty observation, at operation, of Painter, 
that have led to the generally accepted notion that 
the lime formation is in the bursa.” My operative 
findings in fifteen cases and the findings of other 
surgeons—Dunlop of Washington, Frank of Louis- 
ville (personal communications), Codman, Wrede 
—satisfy me that the calcium deposits are be- 
neath the bursa. 

As I have previously pointed out, unless a pre- 
cise dissection is made, it is easy indeed, and at 
one’s first operation it is perhaps usual, to reach 
the conclusion that the lime deposit when lying im- 
mediately beneath and adherent to the floor of the 
bursa, is within the bursa (or its outer wall), for 
the two layers of the bursa are apt to be quite ad- 
herent over the deposit, and the wall is often very 
thin. 

This is the mistake that was made by Painter; 
and Codman, standing by, made note of it. Much 
the same mistake of interpretation was made in the 
first operation I witnessed and referred. to in an 
early paper.? This very point I discussed at some 
length in the American Journal of the Medical 
Sciences: 

“It is not difficult for one who has performed 
the operation to understand why Painter made this 
faulty observation. If the dissection is not made 
with this point in mind, it is easy, especially in ad- 
herent cases, to inadvertently cut into the floor of 
the bursa with the same incision that divides the 
roof, thus allowing the often cheesy deposit be- 
neath to flow out apparently from within the 
bursa.” 

As I have said, in the further study of this curi- 
ous affection, it makes a vast difference whether we 
proceed with the conception that the lime salts de- 
posit in and upon a tendon under the bursa, or 
with the assumption that this occurs in the bursa. 

Calcareous deposition in a bursa does not occur, 
as far as I am aware, elsewhere in the body, either 


1 Brickner: Shoulder Disability; A Further Study of Its Varie- 
ties and Their Treatment. Interstate Medical Journal, April, 1915. 

2 Brickner: Shoulder Disability. American Journal of Surgery, 
June, 1912, “At operation (by Dr. Lilienthal) sterile pus was 
evacuated from the bursa, adhesions were broken down, and a cal- 
careous deposit in the floor of the bursa and in the supraspinatus 
tendon was cut away with scissors.” 
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in acute bursitides, or in chronically inflamed, 
thickened bursz, as the olecranon or the prepatel- 
lar. But calcification is a familiar process in ne- 
crosed tissues, and it has been described not infre- 
quently in tendons that have undergone necrosis, as 
from trauma, or from infectious emboli, as de- 
scribed by L’Hermite and others. 


This corresponds with the tendon lesions found 
by me and with those reported by Codman. It has 
been clearly demonstrated in studies of my cases by 
Moschcowitz’, who found necrosis of tendon tissue 
with deposition of lime salts in the area of necrosis, 
associated with granulation tissue. 

It is the consideration of these pathological. 4 ex- 
periences, as well as my operative findings and Cod- 
man’s reports, that has led me to the belief that the 
provoking cause is probably an injury to the ten- 
don. It can be demonstrated at operation, by ab- 
ducting the arm, how easily the supraspinatus ten- 
don and the bursa may be squeezed between the 
acromion and the humerus. Sometimes there is a 
distinct history of an external trauma, sometimes a 
history of an internal violence by abduction (as 
hanging a picture, throwing a ball, etc.). But most 
often, to be sure, there is no history of injury or 
strain. This does not disprove, however, the hy- 
pothesis of a mild tendon injury, for, as I pointed 
out: 

“Such common movements are often not asso- 
ciated by the patient with his developing shoulder 
disability, not only because they are so commonly 
performed, but also because the pain, and especially 
the stiffness, may not seriously attract his atten- 
tion for a few days thereafter. But we must not 
depend entirely upon careful anamneses of these 
cases for evidence that such forms of internal vio- 
lence can seriously injure the bursa and the tendon. 
Codman has reported two cases he operated upon 
of complete rupture of the supraspinatus tendon 
and tear of the bursal floor, produced respectively, 
by throwing a heavy blanket over a clothesline, and 
by tightening a saddle-girth. In both cases some- 
thing was felt to snap in the shoulder, and the arm 
fell limp.” 

A bacterial or toxic origin for these cases of 
subacromial bursitis, from tonsillitis (as has been 
suggested) or other source, has not been supported 
by clinical or other evidence. If such an etiology 
were common we ought to find the condition more 
often after tonsillitis and we ought to find it also 
in other bursz of the body. In my cases, including 
one operated upon eleven days after the injury 
(sudden lurch of the body while hanging to a car 
strap), neither pus cells nor bacteria were found. 


® Moschcowitz: The Histopathology of Calcification of the Spinatus 
Tendons as Associated with Subacromial Bursitis. American Jour- 
nal of the Medical Sciences, July, 1915. 


CONGENITAL CYSTIC KIDNEYS—ETIOL- 
OGY AND CLINICAL INFERENCE, 
WITH REPORT OF A CASE. 

Epwarp STAEHLIN, M.D., 

Newark, N. J. 


The following notes and pictures are for the 
most part excerpts from standard authorities, prin- 
cipally Adami, Kelly and Burnam and. Braasch, 
which I have consulted as an aid to unravel the 
status of a condition in a patient which was re- 
garded a fibroid tumor of the uterus and proved 
to be a congenitally cystic kidney. And not until 
seven months after operation, when the remaining 
kidney had greatly enlarged, was the condition 
recognized as congenital. 

From excerpts of Adami we gather that con- 
genital cysts of the kidney are due to imperfect 
or arrested development of the glandular organ. 
Reviewing the subject, he states that occasionally 
birth is rendered difficult by the huge size of the 
fetal kidney, or, following birth, death ensues 
quickly from obstruction to the action of the dia- 
phragm by greatly enlarged kidneys. At other 
times the condition is less extreme and is partial, 
and the individual may reach maturity; these are 
the cases that interest the surgeon. 

Although rare, this condition has long been rec- 
ognized. 

Occurrence.—Kelly and Burnam say: “The dis- 
ease is met with principally in two periods of life, 
immediately before and after birth (Fig. 1) and 
after 40 years of age (Fig. 1-A). Sieber (Deutsch. 
Zeittschr. f. Chir., 1905, XXIX, 469) in a series of 
173 cases found 107 occurred between the ages of 
40 and 60. In our own clinical memoranda we 
find 8 cases, all between the ages of 42-57, all in 
women and all bilateral. Between birth and 20 
years old, Sieber was able to find in the entire litera- 
ture 32 cases.” My patient at the time of opera- 
tion was a woman 37 years old. “The disease is a 
little commoner in women than in men. Some in- 
fluence has been ascribed to heredity. Osler ob- 
served cases in mother and son (Practise of Medi- 
cine, 1905, 6th Ed.). H6éhne (Deutsch. medizin. 
Wochenschr, 1896, XXII, 757) in mother and 
daughter. The disease is rare, as shown by the 
fact that Garceau found but 10 cases in 2,429 
autopsy records of the Boston City Hospital. Liz- 
zato (La degenerazion Cisticadu reni, Venizia, 
1900) in 226 cases found that 185 were bilateral. 
Sieber in his report of 150 autopsy records, found 
that 140 were bilateral. That the disease is nearly 
always bilateral is well illustrated by the almost in- 
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variable recurrence in the opposite kidney, after 
nephrectomy.” 

Pathology.—As a rule, while both kidneys are 
affected, they are not equally involved. The kid- 
neys are usually converted into a mass of cysts and 
dilated channels, varying in size from those first 
visible to the naked eye to others the size of a 
marble or plum and larger. “In these cases the 
renal tubules or the larger proportion of them are 
found not to communicate with the pelvis, and a 
layer of dense fibrous tissue occupies the region 
of the calices; above this the tubules are dilated 
and cystic” (Adami). The cysts are scattered 
throughout the entire kidney, particularly, however, 


Fig. 1. Bilateral congenitally cystic kidneys in a still-born child. 
(Kelly and Burnam.) 


in the cortex and in the two poles of the kidney. 
Their proportionate size and appearance are well 
shown in my specimen (Fig. 2). The large cysts 
are formed by coalescence of smaller ones. Kelly 
and Burnam again say: “The contents is more 
frequently clear fluid, which may become darkened 
by hemorrhage. The clear fluid is quite watery 
and contains usually traces of urea. The cyst wall 
is made up of a thin layer of fibrous tissue, upon 
which is set a single layer of cuboidal epithelium. 
This epithelium is frequently thrown into folds and 
projections simulating papilloma. When these little 
inversions are present the cystic contents are par- 
ticularly marked by the large number of cells, 
which are quite free. This proliferation of cells 
is an evidence of the activity of cell growths, prov- 
ing that the disease is a progressive one. The 
secretory part of the kidney lies between the cysts, 
and although most markedly changed by a process 


of parenchymal atrophy and overgrowth of fibrous 
tissue in every way identical with those of chronic 
interstitial nephritis, it is preserved to a remark- 
able extent, which accounts for the ability of the 
organ to functionate sufficiently to sustain life. 
The arrangement of kidney parenchyma in rela- 
tion to the cyst wall is shown in Fig. 3. The con- 
genitally cystic kidney: in early life and adult life 
is identical as to etiology.” 

Etiology—Adami mentions the long continued 
debate as to the cause of congenitally cystic kid- 
neys. Virchow regarded them as due to fetal in- 
flammation, affecting the medulla and leading to 
constriction and atrophy of the terminal portion 
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Fig. 1A. Bilateral congenitally cystic kidneys in the adult. 
(J. H. H. Autopsy No. 1258, March 2, 1900.) 


of the collecting tubules; others have regarded the 
condition as adenomatous. The consensus of 
opinion at the present time is that we are dealing 
with a condition of arrested development, the es- 
sence of which is that in embryonic development 
a perfect union of the tubules of the renal vesicles 
with the primary collecting tubules has failed. 
Continuing the review Adami states that observers 
are widely at variance as to the exact nature of 
that arrested development, although the more ex- 
act studies of Schreiner and Huber, made with the 
aid of reconstructions of serial sections of fetal 
kidneys, by Born’s wax plate method, as again of 
Herring, would seem definitely to have settled the 
matter. The original view of Remak and Kollicker, 
accepted by a long list of later observers, was, that 
the whole of the renal tubules arise as evaginations 
and branches from the Wolffian duct. According 
to this view congenital cysts of the kidney can be 
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brought about only by obstruction of the tubules 
after their formation. Virchow, taking this view, 
ascribes the obstruction to inflammation of the 
medulla. 

So long ago as 1865 Kupfer recognized a sepa- 
rate origin for Bowman’s capsule, and the convo- 
luted (collecting) tubules, and his researches have 
been confirmed by a succession of embryologists of 
repute. The researches prove (1) that the first 
indication of the fetal kidney is an evagination 
from the Wolffian duct near the cloaca. This evag- 
ination elongates and becomes bulbous at its end. 
The stalk is the future ureter, the ampulla expands 


Fig. 2. Specimen of kidney from the case here reported; meas- 
ures 9x 5x4 inches; note the typical gross pathology. 


longitudinally and is the anlage of the future pelvis 
and collecting ‘tubules (Fig. 4). (2) Running 
alongside of the Wolffian duct is a cell mass of 
mesenthymatous origin, the nephrogenic tissue; at 
the upper end this gives independent origin to the 
Wolffian tubules, below the renal ampulla pene- 
trates into the mass. (3) The elongated ampulla 
(pelvis) gives rise to pairs of evaginations or 
branches, which proceed to dichotomise, developing 
the future collecting tubules. (4) The swollen or 
ampullary end of each branch becomes surrounded 
by a segregated mass of the nephrogenic tissue and 
in the inner zone of the tissue there now form 
cell collections developing into vesicles, renal ves- 
icles, secretory tubules. (5) These vesicles elong- 
até and fuse into the collecting tubules, so that 
their lumen opens into the ampullary ends of the 
collecting tubules. Elongating still further and be- 
coming S-shaped, the distal end, by invaginating 


gives rise to Bowman’s capsule, with its contain- 
ing glomeruli. The other portion of the S gives 
origin to the first convoluted tubule, the loop of 
Henle and the second convoluted tubules—in fact 
to all the secretory portions of the renal tubules. 

While thus an inflammation of the medulla in 
the later months of fetal life might bring about 
obstruction, the simpler explanation of the con- 


Fig. 3. Section of portion of large polycystic kidney. The arterial 
system is injected, showing that aes op gh glomeruli are pres- 
ent in great numbers and in all parts the cortex, even in the thin- 
nest septa, which explains the fact that such cystic kidneys are 
capable of maintaining the renal function to a remarkable degree. 
(From Kelly and Burnam.) 
genitally cystic kidney is, that of want of relation- 
ship or fusion between the renal vesicles (secretory ) 
and the outgrowth from the Wolffian duct (collect- 
ing). If the nephrogenic tissue proceeded to form 
renal vesicles without the renal ampulla proceed- 


ing to dichotomise and form the collecting tubes, 
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Fig. 4. Diagram illustrating the development of the two kidney 
anlagen. (Kelly and Burnam.) 


we should expect a case of universal cystic degen- 
eration of the kidney. We do encounter kidneys of 
this order—kidneys with no pelvis and again kid- 
neys with pelvis, but no signs of medulla or of 
collecting tubules. Again, when the juxtaposition 
in the act of fusion is only more or less universal 
or partial as the case may be, we could expect also 
cases exhibiting in general a well-formed medulla 
and collecting tubules, but with these scattered 
cysts due to local independent development of the 
mesenchymal renal vesicles without fusion with 
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the collecting tubules, and as a matter of fact we 
encounter these cases. 

Conclusions.—Not all polycystic kidneys are con- 
genitally cystic; some, perhaps a considerable pro- 
portion of isolated cysts, are retention cysts, the 
renal tubules dilating as a result of obstruction— 
acute cystic dilatation of tubules as the result of 
acute parenchymatous nephritis resulting from 
blockage of the narrower descending loop of Henle 
by the shedded cells of the first convoluted tubules. 
It is rational to believe that interstitial fibrosis, by 
contraction and obliteration of the lumena of tubules 
may lead to similar obstruction cyst formation. It 
is striking how frequently these scattered cysts 
are associated with chronic diffuse nephritis. But 
it is plausible to consider, from an etiological stand- 


Fig. 5. Roentgenogram showing normal pelvis. (From Braasch.) 


point, all congenitally polycystic kidneys are bi- 
lateral, and due to lack of fusion between the secre- 
tory and collecting tubules; whereas an acquired 
cystoma is the result of a blocking in that portion 
following inflammatory changes and may be bi- 
lateral though not necessarily so, it is not congenital 
and consequently not due to lack of fusion. These 
are acquired polycystic formations in the kidneys, 
unilateral or bilateral as the case may be, in contra- 
distinction to the congenital variety which is always 
bilateral. 

History of Case: Woman, 37 years old, mar- 
tried when 20 years. One child at the age of 21, nor- 
mal delivery. Has never had any illness. She has 
always menstruated regularly, never excessively, 
and never had pain during her periods. Two years 
ago, patient began to notice that her abdomen be- 
gan to increase in size, especially over the lower 
left quadrant. She experienced a feeling of full- 
ness, colicky pains which were on the increase, 


hesitancy in urinating, and increasing constipation. 
Abdominal examination revealed a hard indurated 
mass in the lower left quadrant. The mass was 
moderately moveable, fairly regular in outline, 5 x 8 
inches approximately. Bimanually examined, the 
mass was regarded as intimately connected with 
the uterus and was diagnosticated a myoma of the 
uterus, urine was negative, as were also all other 
physical signs. 
Operation. April 24, 1913, an incision 5 inches 
long was made over the left rectus. Immediately 
upon opening the abdomen the mass, exposed, was 
recognized as a polycystic left kidney, and owing 
to lack of appreciation of the pathological condi- 
tion, the organ was removed. The right kidney 
was palpated, and as it seemed normal in size, it 
was regarded normal in texture. The abdomen 
was closed and the patient made an uneventful re- 
covery. Discharged May 11, 1913. It was not 
until the following November that the true nature 
of the condition was recognized. Hitherto the con- 
dition was regarded as one of unilateral polycystic 


Fig. 6. Roentgenogram showing polycystic kidney. (From 
Braasch. ) 


kidney. But on November 17, 1913, the patient 
presented herself with the statement, “I believe 
another tumor is forming on the right side.” On 
examination this fact was established and the 
diagnosis finally fixed—bilateral congenitally cystic 
kidneys—proving what other observers have noted, 
that while both kidneys are affected, they are not 
equally involved, and when one kidney is removed 
the other rapidly develops in its cystic tendency. 

The blood pressure of the patient has been re- 
peatedly taken since operation, varying from 140 
to 160. Previous to operation, the kidneys not 
being suspected, the blood pressure was not taken. 
A functional test of the remaining kidney by means 
of phenolsulphonephthalein injected intravenously 
was made December 30, 1915. The dye returned 
in 3 minutes and there was a total output of 22 per 
cent. in a half hour, showing that the kidney func- 
tionated normally. 


Cause and Symptomatology.—Congenital polycys- 
tic disease of the kidney is a progressive, non-self- 
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limiting disease. In the early cases the progress is 
rapid. Most of the fetuses are born dead, due to 
the great impediment which they occasion to labor. 
Those that survive birth almost invariably die in 
a few days, due to asphyxia from pressure upon 
the diaphragm or uremia. Those who reach ma- 
turity usually die with symptoms simulating those 
of chronic interstitial nephritis. We find Kelly and 
Burnam quoting from F. V. Milward (Burmingham 
Med. Rev., 1904, VI, 476), who divides the adult 
cases into three stages. (1) Progressive enlarge- 
ment of kidneys with no other symptoms, and may 
continue in this manner from a few months to 
years. (2) Attacks of colic and pain of dragging 
nature in the kidney, with symptoms of renal 
insufficiency, such as headache, dizziness, disturb- 


Fig. Roentgenogram showing polycystic kidney. (From 


Brassch.), 
ance of vision, anorexia, flatulency, diarrhea—in 
fact, all the symptoms of chronic interstitial neph- 
ritis. (3) Increase of all renal symptoms of in- 
sufficiency, up to uremia, convulsions and coma. 
In the third stage there is high blood pressure and 
the left heart is hypertrophied, characteristic of 
interstitial nephritis. Some die of apoplexy. 

In the early stages the urine is normal, in the 
last stages there are marked polyuria and low 
specific gravity. Renal insufficiency may be shown 
by the functional test methods. In the early stages 
the test shows nothing. In one of the cases I saw, 
which turned out to be one of congenitally cystic 
kidneys proven by operation, the symptoms were 
those of renal colic; there were marked lassitude, 
pain in the kidney regions radiating to the ureter, 
severe colic, with passing of blood, and my diag- 


nosis was renal calculus, with recommendation for 
operation. 

Diagnosis—When unevenly developed or one 
side alone is prominent, we must consider hyper- 
nephroma—renal tumor, pyo- and hydronephrosis. 
The urinary and bladder examination will usually 
clear up a hydro- or pyonephrosis. By means of 
pyelography, using colloidal silver solution, Braasch 
has recently made most accurate differentiation. be- 
tween hypernephroma and congenitally polycystic 
kidney. The pelvis is frequently markedly de- 
formed in each. In contradistinction, however, to 
the narrow necks of the calicus, noted in hyper- 
nephroma, in congenitally cystic kidneys they are 
wide and flattened out (Figs. 5, 6, 7). 

Treatment is symptomatic. The organ should 
not be removed, as even the most attenuated layers 
of medullary substance have glomeruli which are 
functionating; therefore a removal of the organ 
would reduce the general efficiency. It is perhaps 
best to puncture the cysts, and this may be neces- 
sary repeatedly. It must be borne in mind that 
inasmuch as this class of cases suffers more or less 
from renal insufficiency, death from uremia may 
be caused by ether anesthesia. 


A REVIEW OF THE PRESENT STATUS OF 
SURGERY IN CERTAIN KIDNEY 
CONDITIONS.* 

W. C. Gewin, M.D., 

Surgeon to the Birmingham Infirmary, 
BIRMINGHAM, ALA. 


Pousson,' who has made elaborate studies of the 
accomplishments of surgery in pathologic conditions 
of the kidneys, as a result of his recent researches 
has changed his views in regard to the operative 
treatment of acute nephritis, and thinks that decap- 
sulation arid nephrotomy may cause the elements 
still intact to proliferate and replace destroyed 
areas: If there are much fever, oliguria, albumi- 
nuria, and leucocytosis, these are indications for 
operation. For chronic nephritis Pousson combines 
decapsulation and nephrotomy—decapsulation in 
less severe cases, and nephrotomy when there is 
severe uremic trouble, edema or oliguria. His 
operative mortality in such cases is 13%. 

In chronic nephritis, even if there are no grave 
symptoms, if it interferes with social or business 
life, he advises operation after failure of palliative 
treatment. This includes Bright’s disease when the 
urine does not contain much albumin or casts and 
the urea contents are decreasing. In twenty-four 


*Read before the Jefferson Co. Medical Society, Birmingham, 
Ala., Jan. 24, 1916. 
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cases of chronic nephritis in which he operated the 
fatal outcome was delayed for periods varying from 
two to fifteen months. 

In chronic nephritis Pousson considers that per- 
sistent oliguria is the clearest indication for surgical 
interference. This acts not so much on account of 
the abundant diuresis provoked as by its action in 
removing urinary chlorides. 

Considered. from the azotemic die he 
thinks that the determination of the ureic con- 
stants of Ambard indicates not only the limits to 
which kidney operation is indicated, but that it 
distinguishes the causes of retention of urea and 
other poisons from troubles due to hydric retention. 

In an able, critical article on the end-results of 
nephrectomy Pousson? says that experimental re- 
search has shown that in cases of nephritis there 
is no formation of new elements, but simply an aug- 
mentation of those that already exist. Excretion 
of urinary chlorides and phosphates which diminish 
for some days after operation rapidly increase 
thereafter. These same results follow in the case 
of man, when nephrectomy is done for an acute 
or chronic nephritis, suppurative or otherwise. In 
many patients examined long after the nephrectomy 
there is notable increase in the size of the remain- 
ing kidney. Histologic and autopsy findings verify 
this. Urinary examination shows a complete restor- 
ation of the renal function in most cases. The 
study of renal function permits division into two 
classes : 


(1) Those who have entirely recovered their 
physiological function ; 

(2) Those who retain functional trouble, more 
or less. 

The latter is probably less due to any nephritis 
in the remaining kidney than to the lesion for which 
operation was done. 

Clinical results have shown that the nephrectom- 
ized resist perfectly intoxication and infections. 
Nephrectomy suppresses sources of infection and 
permits the healthy kidney to recuperate its func- 
tions. 

Kiimmell® considers that there are two classes 
which justify operation. 

(1) The acute and subacute nephritis. These in- 
clude such as toxic nephritis, the nephritis of scar- 
let fever, eclampsia, hematogenous infections, etc. 

(2) Chronic nephritis. 

In the acute group the hematogenous infections 
demand nephrectomy as the operation of choice. In 
the other forms coming under “acute and subacute” 
nephritis decapsulation of the kidney will usually 
give good results. 


Kitimmell operated in twenty-eight cases of acute 
nephritis: 17 nephrectomies and eleven nephro- 
tomies. 

There were three deaths, one from infection, and 
two from uremia. 

In the chronic group there are three varieties 
which call for intervention on account of the poor 
results of medical treatment. 

(1) Painful nephritis ; 

(2) Hemorrhagic nephritis ; and, 

(3) The form corresponding to Bright’s disease. 

Nephrotomy, or decapsulation have given good 
results in Kiimmell’s operative cases. He says de- 
capsulation should be tried first, and if this is not 
sufficient then nephrotomy. 

The subject of renal infections is of paramount 
importance in present day renal surgery. LEisen- 
drath* has written a very comprehensive paper 
showing the various clinical aspects of renal infec- 
tion. This may occur in one of four ways: 

(1) Hemotogenous ; 

(2) Urogenous, the micro-organisms being car- 
ried up into the kidney pelvis with the stagnant 
urine; 

(3) Lymphogenous, from the lymphatics of the 
bladder per the ureter to the pelvis and lymphatics 
of the kidney ; 

(4) The connection of the lymphatics of the 
colon with those of the kidney. 

Infection may occur from a calculus blocking the 
ureter. Both acute hemotogenous and urogenous 
forms may be unilateral. 

The most reliable evidence of renal infections 
are obtained by the cystoscope and ureteral catheter. 

Re-formations of renal calculi in kidneys which 
are the seat of chronic colon bacillus infections are 
not infrequent, and they will reform as long as the 
infection is present. 

Primary nephrectomy, if the opposite kidney is 
capable of doing the work of both, is to be pre- 
ferred to a conservative method in advanced cases 
of renal infection. In hyperacute cases nephrec- 
tomy should be performed as early as possible. In 
the acute cases, whether hematogenous or urogen- 
ous, conservative measures should at first be tried. 
Even a nephrotomy with decapsulation and punc- 
turing of the little abscesses may save the kidney. 
But one should not wait too long with such con- 
servative treatment and if prompt response is not 
obtained nephrectomy should be performed. 

Cunningham’ referring to acute unilateral infec- 
tions of the kidney, says there are two types: 

(1) Multiple miliary abscess formation ; 
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(2) Diffuse inflammatory process without sup- 
puration. 

The first produces rapid toxemia and high tem- 
perature with other signs common to abdominal 
infections. The treatment is nephrectomy. 

In the second division the inflammatory process 
is characterized by exudates and is more commonly 
due to invasion of the kidney by the colon bacillus. 
Progressive toxemia is absent and the other symp- 
toms are less prominent. Palliative treatment is 
indicated and operative interference is called for 
only when there is clinical evidence of progression 
to the point of lowering the general resistance by 
toxic absorption. 

Decapsulation, splitting the kidney and drainage, 
is then indicated. 

Foster® thinks that nephrectomy must be the 
operation of choice in acute nephritis with abscesses 
or pronounced toxemia. Fourteen such cases were 
treated by Brewer’. Of eight in which nephrec- 
tomy was done all recovered. Four treated by 
nephrotomy and two without operation all died. 
In very mild cases decapsulation and drainage 
suffice. 

Pawlicke,® treating of acute infective nephritis, 
considers that nephrectomy should be resorted to 
only in exceptional cases of suppurating kidney, 
and recommends decapsulation. 

Brandenburg® inquired of many of the leading 
German surgeons as.to the value of decapsulation in 
acute nephritis and uremia. There was some doubt 
expressed as to its value, although all agreed fairly 
well that it was a rational intervention, and de- 
clared that in acute, even suppurating nephritis, 
or in toxic nephritis, etc., i. e., in cases of acute 
anuria, the operation was of distinct value. 

Lloyd,” basing his opinion on 121 reported cases, 
of which forty-one were stated cured and fifty-three 
improved, thinks that decapsulation is justifiable in 
cases of chronic Bright’s disease that have resisted 
medical treatment, the mortality being about 10%. 

Foster" thinks that in acute infections of the 
kidney nephrectomy rather than decapsulation is 
indicated. 

The time-honored operation of nephropexy, 
which at one time was held in such high esteem, 
seems to have lost a great deal of its former popu- 
larity. 

In a discussion in the Surgical Section of the 
Royal Society of Medicine (London), Mills’? re- 
ported on his experience of nephropexy during 
the last four years. Of ninety cases that were 
operated upon, fifty-seven have been followed up. 
The kidney has remained fixed in 76% and has 


remained mobile in 24%. Subjective symptom re- 
coveries show inferior results: Recoveries in 33%, 
amelioration in 10%, no amelioration in 57%. 

Billington stated his mortality was less than 1%, 
i. e. four deaths in 800 nephropexies. 

Blakeway giving the statistics of St. Bartholo- 
mew’s Hospital said that of forty patients traced, 
twenty-four reported good results, fifteen were not 
satisfied, one was only partly satisfied. In eight 
cases there was recurrence of the mobility. 

The Guy’s Hospital records showed seventeen 
recoveries out of twenty-six cases. 

The St. Thomas Hospital records showed good 
results in 51% of the cases, with fairly. good re- 
sults in 17%. 

Marion’ (of Paris) in reporting on the end- 
results of nephropexy stated that he followed a 
modified Albarran method utilizing flaps of capsule. 
In twenty-six cases which were watched for a long 
time there were no bad results. In all the cases 
the pain was lessened, or suppressed, and other 
subjective symptoms were ameliorated. He thinks 
that only a movable kidney complicated with crisis 
of strangulation, accompanied by hydronephrosis or 
hematuria, etc., should be fixed, unless the kidney 
is painful. In this event it should be fixed regard- 
less of other complicating factors. 

Scherck™* thinks that fixation of a movable kid- 
ney is indicated in only a few cases. The organ is 
normally mobile to a great extent and to rigidly 
fix it is erroneous. Besides, most of the procedures 
do not succeed in removing the condition for which 
the operation is done. 

It is unfortunate that the present methods of ex- 
amination and the symptoms present are often very 
misleading as to the real gravity of the kidney 
situation, and do not always clearly indicate the 
necessity for immediate surgical action. 

Schmidt*® refers particularly to infections of the 
kidney which may be marked but the insidious 
action of which demands urgent surgical treatment, 
as temporizing only exposes the patient to grave 
dangers. 

He thinks it possible for an acute Wnilateral 
nephritis to occur which will not only destroy that 
kidney, but may spread to the other. Operative 
measures are indicated to limit the progress of such 
destruction. The operation selected must depend 
on the circumstances. 

Bremmerman*® points out, on the other hand, 
that renal surgery has advanced so that guess work 
is supplanted by definite knowledge. Exploratoiy 
incision is relegated to regions of unscientific work. 
The x-ray, perfect cystoscopy, and determination 
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of kidney function render it possible in a majority 
of cases to clearly outline the causes of pathology 
of the genito-urinary tract. 

The surgery of the kidney and genito-urinary 
tract has advanced more in the last decade than 
any other branch of surgery from the standpoint 
of diagnosis and treatment. The work is on a 
scientific basis ; the mortality has been markedly re- 
duced; the end-results are better. 


BIRMINGHAM INFIRMARY. 
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INTRACRANIAL HEMORRHAGE FROM TRAUMATIC 
RUPTURE OF THE MIDDLE MENINGEAL ARTERY. 
The injury in the cranial vault itself, when this 

exists, is an unmistakable guide to the seat of 

hemorrhage. The majority of the cases are asso- 
ciated with marked fracture. It is only when there 
is no external lesion of the vault itself that Kron- 
lein’s and other guides to the pterion are really nec- 
essary for the localization of the artery. However, 

a previous training in the exact localization of the 

pterion is quite valuable, and it is so simple it 

should be easily remembered. 

Capillary trephining is of little or no value, and 
should not be resorted to. 

In concluding, I would like to add my voice 
to the cry for immediate exploration and decom- 
pression in.all doubtful cases. The latter-day tech- 
nic of cranial surgery is such that a decompression 
operation will positively add no more risk to life, 
and, in most instances, will bring to a happy ter- 
mination what would have otherwise been a fatality. 
—Luciran H. Lanny in the Southern Medical 
Journal. 


CRITICISMS IN THE DIAGNOSIS OF GAS- 
TRIC ULCER. 
Epwarp A. Aronson, M.D., 

Associate Physician, Mount Sinai Hospital; Chief of De- 
partment of Gastro-Enterology, Mount Sinai 
Hospital Dispensary, 

New York. 


With all the progress made in improving our 
diagnostic methods and refinements in the inter- 
pretation of certain phenomena we have no abso- 
lute sign of the presence of an ulcer. 

With the advent of certain laboratory aids and 
the adoption of roentgenology, we were entitled to 
the belief that the diagnosis of this lesion would be 
comparatively easy, but since the introduction of 
the latter and after sincere consideration of its true 
value as a diagnostic aid we must moderate our 
optimism and remain satisfied with it in a more 
limited way. 

Every ulcer, irrespective of its location, begins 
as an acute ulcer which undergoes certain changes 
transforming it into a chronic ulcer, with which we 
are better acquainted. The acute ulcer we rarely 
ever see, for unless it occurs on either the cardiac 
or the pyloric sphincter it gives no symptoms. 
These acute ulcers are really erosions limited to 
the mucous and submucous coats of the stomach 
and they heal spontaneously in the great majority 
of cases. 

In a previous communication I reported the pro- 
duction of such acute ulcers or erosions in thirty- 
one patients from whom pieces of mucous mem- 
brane of various size were abstracted while aspirat- 
ing the stomach contents from the patient in the 
fasting condition. In no one case after lengthy 
observation did a patient give any evidence of the 
presence of an ulcer. * 

I would like to emphasize the order, which in 
my opinion should follow in every case before a 
diagnosis of gastric ulcer is made; the relative 
importance of the value of each part of the exam- 
ination being shown by its comparative position in 
our diagnostic consideration: first, history; second, 
physical examination; third, laboratory findings; 
fourth, roentgenological examination. 

In assigning a consideration of the history to 
the first position I am prompted by the fact that 
in no field of medicine does the history play so 
important a role as in diseases of the digestive 
tract. Too much time cannot be taken in listening 
to the patient’s recital of his symptoms, both past 
and present: pain—its character, location, time and 
length of occurrence; the influence of pain by food 
intake, use of alkalies, and by position of the pa- 
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tient; vomiting—its relief of pain, its character, 
quantity and quality; constipation, loss of weight, 
etc.; previous attacks of a similar or dissimilar na- 
ture—a consideration of all these leading to a 
proper interpretation of cause and affect. 

The question of pain plays a most important 
role, for it is extremely difficult to conceive of the 
presence of an ulcer, an eroded area in the stomach 
mucosa without the presence of pain. But that 
such may occur is shown by the appearance of 
acute ulcers as mentioned above, and by such cases 
where perforation occurs without any preceding 
symptoms whatsoever. Pain that can be consid- 
ered as characteristic does not occur until the ulcer 
has thickened to some extent. Acute ulcer does 
not, except under unusual circumstances, give rise 
to pain or other symptoms. One cannot discuss the 
diagnosis of acute ulcers from any other point of 
view than that.of hematemesis or perforation. 

Two conditions most commonly associated with 
gastric pain are ulceration and cramp. Observa- 
tions of patients with gastric ulcer have shown 
that even weak acid introduced into the stomach 
causes pain. The pain from ulcer is explained 
by Lennander as a result of inflammation of the 
lymphatic vessels and glands that drain the af- 
fected region. The painful cramp is attributed 
to a strong contraction of a part of the stomach 
which stretches the parietal serosa either directly 
or through the mesenteric connections. The _ be- 
liefs formerly held that pain was caused by the 
presence of an increased acid fluid, or by the pas- 
sage of acid chyme over the ulcerated area, are 
now disregarded, as well as the idea that the time 
of occurrence of pain was influenced by the location 
of the ulcer, namely, that in ulcer nearer the 
cardiac end the pain occurs much sooner than in 
ulcer near the pylorus. Cannon called attention 
to the fact that pain is caused by two factors, viz., 
peristaltic contraction and inflammation of the 
lymphatics. 

Pain in ulcer of the stomach, irrespective of its 
location, rarely occurs sooner than fifteen minutes 
or more than three hours after eating, is of a 
burning or cramp-like character, persists for at 
least from one to two hours, is not relieved by 
the position of the patient nor the taking of food. 
It is relieved, however, by vomiting, aspiration or 
lavage, and very frequently by the taking of 
alkalies. The pain very rarely appears at night in 
contradistinction to gall bladder affections where 
night pain is the rule. The use of orthoform, co- 
caine and other analgesics for diagnostic purposes 
is too unreliable to warrant any consideration. Pain 


recurs in attacks separated by intervals of com- 
parative freedom varying in length. There is no 
doubt that pain is the most important subjective 
symptom, and may be the first to attract the atten- 
ion of the patient to his gastric lesion. It must be 
regarded as a cardinal symptom. 

Hematemesis or melena may be an early symp- 
tom, but the vomiting of blood does not always 
signify ulcer, and even a very profuse hemorrhage 
cannot always be regarded as a cardinal symptom. 

Whenever a patient relates a story of repeated 
vomiting, particularly of food eaten some hours 
previously, with gastric pain, we may reasonably 
suspect the presence of an ulcer. 

In the physical examination the most importance 
is to be placed on the question of tenderness when- 
ever present. When the ulcer has given rise to 
local inflammation of the parietal peritoneum pres- 
sure on the inflamed area produces pain, for it has 
been shown that pressure is an adequate stimulus 
to the inflamed subperitoneal tissue. As the tender- 
ness is due to inflammation it is largely independent 
of spontaneous pain. In considering the true value 
of tenderness we must always investigate the 
sensory status of the patient. Libman observed 
that if we make firm pressure over the styloid proc- 
ess of the temporal bone, in the hypersensitive per- 
son we can elicit a rather marked reaction evi- 
denced by the contraction of the facial muscles, and 
even crying out, significant of pain, while in a hypo- 
sensitive patient this reaction is barely noticeable. 
This test should always be applied when deter- 
mining how much estimation should be placed on 
the patient’s recital of pain intensity, for the hyper- 
sensitive will always exaggerate much more than 
the hyposensitive individual. 

If only tenderness in the epigastrium is elicited 
in a hyposensitive patient, much value must be 
placed upon it as a diagnostic sign. When a ten- 
der point is present it must be consistent—in other 
words, if the examining finger is kept on the ten- 
der point and the patient’s position is turned to 
either side this tender point disappears and then 
reappears when the dorsal position is resumed. 
The persistence of the same epigastric point of 
tenderness, even on changing the position of the 
patient, argues against the presence of an ulcer. 

It was formerly thought that the tender area 
corresponded to the site of the ulcer, as for ex- 
ample, tenderness over the left lower dorsal re- 
gion signified an ulcer on the posterior wall; this 
can now be disregarded as of absolutely no value. 


Tenderness, whenever present as described, must 
always make us suspect some degree of inflamma- 
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tion, but as the latter reappears or subsides, so 
tenderness in ulcer may be present or absent. Con- 
sequently such tenderness is a valuable aid as a 
diagnostic sign. 

Laboratory findings: In the application of the 
stomach tube we must admit that assistance may 
be had from studying the gastric contents, when 
considered together with the history and physical 
examination. Laboratory findings in themselves, 
even when properly interpreted, should never lead 
to a conclusive diagnosis of ulcer. The stomach 
tube gives us information as to motility and secre- 
tion, and must be employed in the fasting condi- 
tion, and after the test breakfast. 

In order to properly estimate motility the pa- 
tient should receive a proper meal at least seven 
hours before the contents are aspirated. Normally 
the fasting contents should contain 20 ccm. or less, 
acid or neutral in reaction, and any amount in ex- 
cess is regarded as abnormal. If an ulcer were 
on or very near the pylorus, the motility would un- 
doubtedly be interfered with in direct proportion 
to the amount of stenosis caused by either the in- 
flammatory or the cicatricial tissue present. This 
naturally influences the amount of gastric content 
found in the fasting stomach. Frequently the re- 
tained food may be seen microscopically ; when not 
so observed, the microscopic examination must be 
employed, and often we are rewarded by the find- 
ing of muscle tissue, varying amounts of starch, 
easily seen with the addition of an iodine solution 
to the slide. This microscopic finding of food-re- 
mains is now not regarded as so important for 
the diagnosis; several clinicians regard the pres- 
ence of such microscopic results to be a normal 
phenomenon. 

Ulcers around the cardia, lesser and greater 
curvatures at a distance from the pylorus interfere 
less with the motility and the amount of gastric 
content except in the case of an hour-glass stom- 
ach, where similar phenomena may be observed. 
It is now an accepted fact that the secretion is 
not hyperacid in all cases of ulcer, and at the same 
time there is no doubt that in the majority of cases 
hyperchlorhydria is the rule. In a small number 
of cases sub-acidity may even be present. 

In determining the quality of the gastric secre- 
tion an arbitrary test breakfast, the Ewald-Boas, 
is employed the world over. In titrating the stom- 
ach contents in order to determine the acids the 
personal equation must enter, for no two indivi- 
duals will titrate exactly the same, and while we 
read in terms of percentage acidity the differences 
may be due to using the filtered or the unfiltered 
stomach contents for titrating; the difference may 


also be due to varying conceptions regarding end- 
reactions. 

It is my rule to titrate the filtered stomach con- 
tents in all cases. Of late Rehfuss and his co- 
workers have introduced a method, that of frac- 
tional titration; the results are somewhat at vari- 
ance with the accepted method of acid determina- 
tion. One hour after ingestion of a test meal the 
acid was considered at its height, but Rehfuss has 
shown that acidity may be highest several hours 
after a test breakfast. It has also been proved by 
means of the roentgen-rays that the complete re- 
moval of the gastric residuum with the aid of the 
usual stomach tube is by no means certain. Reh- 
fuss has also shown that the heretofore accepted 
idea of the residuum of the empty stomach as 20 
ccm. cannot be maintained. He found that in one 
hundred normal cases there was an average of 
over 52 ccm. of residuum present in the fasting 
condition. This throws an entirely new light on 
the residue in the diagnosis of gastric conditions, 
particularly of ulcer. 

It is hardly necessary to speak of the fallacy of 
depending on the results of but one test meal, and 
no conclusion should be drawn unless it is repeated 
at least twice. 

The presence of blood in the gastric secretion, 
either macroscopically, microscopically or chem- 
ically, i.e., occult, is of no significance, for trauma 
by the use of the stomach tube may produce it. 
Blood in large quantities when evacuated through 
a stomach tube or vomited is of a double signifi- 
cance when accompanying pain and tenderness. 

Occult blood as seen in the stool after the pa- 
tient has been on a meat-free diet for a long enough 
time and when all other reasons for blood presence 
can be eliminated is one of the most valuable aids 
in diagnosing the presence of an ulcer. The pres- 
ence of blood as ‘shown by hematemesis is neither 
a pathognomonic nor a cardinal symptom. There 
are many other conditions that may account for 
the blood. It is a well-known fact that profuse 
hemorrhage may occur from the mucous membrane 
of the stomach apart from gastric ulceration, as for 
example, in severe anemia, in the purpuric group 
of blood diseases, in acute specific fevers, and in 
diseases of the liver and kidneys. Hale White de- 
scribed a condition which attacks mostly young 
adult females, i.e., oozing of blood from an intact 
gastric mucous membrane, and also in the absence 
of any other disease in which bleeding is likely to 
occur, which he termed gastro staxis. This en- 
tity, however, is not to be accepted. 

A chronic gastritis may give rise to the vomit- 
ing of blood. It is now recognized that epigastric 
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pain and vomiting may be due to a chronic dis- 
ease of the appendix and also when, in this condi- 
tion, hemetemesis may occur. The hemetemesis in 
a chronic appendicitis may be due in some cases 
to an acute ulcer of the stomach, but in others to 
a chronic gastritis which may be an independent 
condition. Hemetemesis may occur as a result of 
the rupture of the varicose veins of the esophagus 
or stomach, such as exist in hepatic cirrhosis or 
enlargement of the spleen, and also from the rup- 
ture of a dilated artery, as seen in arterio-sclerosis. 
It may also occur in gastric congestion, inflamma- 
tory or mechanical resulting from venous obstruc- 
tion. Boas states that without occult blood we 


should not diagnose ulcer. This is not an accepted . 


fact, but one can say where occult blood is per- 
sistent we can conclude that the ulcer is in an active 
state. A continuously positive occult blood finding 
is valuable for a decided ulcer diagnosis, whereas 
a negative result signifies nothing. 

It is now believed by experienced roentgenolo- 
gists that it is impossible to diagnose an ulcer by 
the roentgen-ray. Most observers fix the existence 
of an ulcer by the presence of certain indirect 
symptoms; viz., spastic constriction in the greater 
curvature and delayed motility. From a critical 


viewpoint we must concede that in the interpreta-. 


tion these indirect symptoms are of far less clin- 
ical value than can be inferred from the anamnesis, 
from the use of the stomach tube and the examina- 
tion for occult blood. Spastic constriction in the 
stomach wall is not an absolute consistent sign. 
Frequency of its recurrence is very variable. When 
present, it is of value in interpreting the existence 
of an ulcer of the lesser curvature, but it does not 
enter into consideration of the pyloric ulcer. 

Delayed motility is of importance only in con- 
sidering the presence of a pyloric ulcer. It is only 
in these two conditions that these indirect symp- 
toms, as interpreted by the application of the roent- 
gen-ray, have any reliable value. It is self-evident 
that both of these roentgenologic findings have an 
important value with the clinician when he com- 
bines them with his clinical observations. 


Callous ulcers and penetrating ulcers occupy a 
special domain in the roentgenological examination 
for gastric ulcer. It must be concluded that where 
there is a callous ulcer, the retraction of the neigh- 
boring part of the gastric wall produces a change 
in the outline of the stomach. This important and 
frequent retraction, was first described by Haudeck 
as a “nische.” This is brought about by the fill- 
ing of the crater-like ulcer by means of bismuth or 
barium, forming small diverticulum-like pouches 


as seen on the roentgen screen. This small cavity 
is always a direct and pathognomonic symptom of 
a callous ulcer on the lesser curvature. The fre- 
quency of this “nische” sign is very much exag- 
gerated. 

A constantly persisting hour-glass stomach re- 
peatedly observed through the screen is significant 
of the presence of an active ulcer in the immediate 
vicinity of the side of constriction. It is often 
very difficult to determine from the roentgen-ray 
examination when a callous ulcer penetrates into 
one of the neighboring parts. 

For the diagnosis of a simple gastric ulcer the 
roentgen-ray examination is of very limited value. 
The use of the stomach tube and stool examination 
give much more information. As mentioned above, 
roentgen examination is of greater value in clear- 
ing up the diagnosis of callous and penetrating 
ulcers. The specific value of the roentgen-ray is 
seen in the interpretation of the hour-glass stomach ; 
all other methods for the diagnosis of this condition 
are valueless in comparison. 

The roentgen-ray examination should be em- 
ployed only when a chronic ulcer has been diag- 
nosed, and then only for corroboration. It is dis- 
tinctly of value to the clinician and to the patient 


. that the former do his own fluoroscopic examina- 


tion, but this is not necessary where there is a 
working connection between the clinician and roent- 
genologist. Too much value must not be placed on 
the roentgenological examination alone, and it is not 
to be absolutely relied on unless repeated at least 
once. 

It has been our experience that a fair number of 
cases have shown all pathognomonic signs of ulcer, 
as revealed by the history, by the physical examina- 
tion, chemical examination, and roentgen-ray ex- 
amination; in fact, they have given us almost posi- 
tive evidence of the presence of an ulcer. These 
patients were then turned over to the surgeon and 
after laparotomy we were amezed to hear the sur- 
geon say that no ulcer was present. The conclusion 
of a surgeon that no ulcer is present is not to be 
accepted unless the stomach itself is opened and 
carefully inspected. The surgeon comes to his con- 
clusion undoubtedly by the palpation of the stomach 
and according to: his idea as to whether an infiltra- 
tion is present or absent, a scar is present or absent, 
a crater-like area is present or absent, he gives his 
opinion. From this we must conclude that another 
personal equation enters into consideration. What 
one surgeon would consider an infiltration or in- 
duration would be passed over entirely by another 
as of no consequence, and consequently the operator 
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with the greater experience in surgical pathology 
is more likely to interpret correctly what he feels, 
than the one who has less experience. This ac- 
counts in a way for the large number of ulcers 
diagnosed by some surgeons as compared with 
others. It also accounts for the varying statistics 
as to the frequency of an ulcer. The surgeon may 
explore, and though the ulcer be preset, he may not 
recognize it. 

We can say that in some cases even with a posi- 
tive history, physical examination, chemical ex- 
amination, and exploratory laparotomy, an ulcer 
may still be present, though not recognized. 

Conversely, with all the findings positive, there 
is in a minority of cases no ulcer found when the 
stomach is completely examined. 

From these two statements, we can conclude that 
at the present day there is no absolute diagnostic 
sign of the presence of a gastric ulcer. Only a 
probable diagnosis is possible. 

No. 119 West 71st STREET. 


SOME PROBLEMS IN OBSTETRICS: CE- 
SAREAN SECTION; HIGH FORCEPS; 
PITUITARY EXTRACT. 

SAMUEL WYLLIs BANDLER, M.D., F.A.C.S., 
New York. 


Pituitary extract supposedly has a decided effect 
in stimulating the contractions of the bladder, and 
in stimulating or giving force to intestinal peri- 
stalsis. I have personally found very little need 
for it in the bladder cases, since in the female, 
catheterization is so readily carried out that it in- 
sures us an empty bladder with a minimum of 
difficulty and with practically no danger of in- 
fection, if urotropin be used systematically. 

As regards the action of pituitrin on intestinal 
peristalsis, I can speak of its effect and its value 
with the greatest of certainty and assurance. In 
post-operative cases, often as a routine procedure, 
it has a very beneficial effect in starting the in- 
testinal activity as an aid to enemata or drugs 
given by mouth. In post-operative cases, symptoms 
simulating intestinal paresis often are overcome 
easily and smoothly by repeated Rapoterniets in- 
jections of pituitary extract. 

As a general stimulant in post-operative cases, 
it is of the greatest value, taking a position on a 
plane with caffein, strychnine, digitalis and cam- 
phor. I have used it in quite a number of Cesarean 
section cases in small doses repeated several times 
a day for several days after operation. It has not 
only an. excellent effect upon the uterus, but at the 


same time its influence on the intestinal canal can 
be readily recognized. . Just so soon as the incision 
is begun into the abdominal wall in Cesarean sec- 
tion an injection of pituitary extract is given. Its 
effect in contracting the uterus after the extraction 
of the fetus and the placenta is marked, there is no 
bleeding at all from the sides of the wound, and 
the interior of the uterus bleeds only in the slightest 
amount. The contracting effect upon the uterus 
is very rapid, so rapid in some cases that the extrac- 
tion of the child through the uterus is rather dif- 
ficult. It renders the sewing of the uterus a most 
simple procedure, readily carried out with a mini- 
mum loss of blood and time. 

Another reason for continuing its use in Cesarean 
section cases, is because of its stimulating action on 
the secretion of the breasts. After Cesarean sec- 
tion; I do not limit myself to pituitrin alone. I 
give these and all other post-partum cases ergotole 
for long periods. In the third stage I always use 
ergotole, no matter how much pituitrin may have 
been given before. I give one drachm as soon as 
the baby is born, and half a drachm in half an 
hour. Then ergotole is continued for several days, 
often alternating with pituitrin. I am using pitu- 
itrin in these cases because I believe it has a good 
effect on the breast secretion. 

Opinions vary as to the value of this drug during 
the emptying of the uterus in abortion. In my 
experience it has no marked action, at least no rapid 
action, though I use it practically in every case. 
It may perhaps have some influence in diminishing 
the amount of blood lost, but just as in the cases 
where ergotole is given by needle, bleeding ceases 
when the placental site has been thoroughly curetted 
and the contents of the uterus have been removed. 
I use the drug daily for many days after curettage 
for abortion. I follow the same method after 
curetting the uterus for menorrhagia or metror- 
rhagia. An ampoule is given in one dose or 
divided doses every day for many days, sometimes 
for weeks or even for months. The effect in con- 
tracting the uterus and its action upon the ovaries 
is sometimes quite marked, in other cases quite 
slow. I have tried in several cases to follow a 
most thorough curettage by the persistent and con- 
tinued-administration of pituitary extract, with the 
idea of producing a permanent amenorrhea. 


The hypodermatic use of pituitary extract is an 
excellent ambulatory treatment for menorrhagia or 
metrorrhagia in young girls, in whom examinations 
or treatment or curettage is out of the question. 
A hypodermatic injection may be given every day, 
if possible, for weeks and months. Only occasion- 
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ally are the patients annoyed. They sometimes feel 
a little weak, there is a slight pallor, sometimes a 
little trembling of the extremities. Not infrequently 
a marked action of the intestine is noted, some pa- 
tients finding that it has a rapid stimulating action 
on peristalsis. Occasionally it does contract the 
uterus so forcibly that it brings on the succeeding 
menstruation much earlier than was expected. Only 
rarely are such patients so sensitive to it that it 
must be given in small doses. I have had one case 
that was extremely sensitive so far as resulting 
contractions were concerned. This patient’s family 
is of the hyperpituitary type. If pituitrin may not 
be given by needle, then the extract of the posterior 
lobe or of the whole gland may be given in pow- 
dered form. 

To patients who are very sensitive to the drug, 
to those who cannot come for daily injections, I 
have given the extract of the whole gland in cap- 
sules for long periods. The result in this class of 
cases is encouraging. In passing, I may say that 
the whole gland is a splendid tonic in some cases 
of asthenia. When given for obesity it has had 
little effect in my patients. As many of them suf- 
fer from amenorrhea, I do not consider the drug 
indicated without the addition of ovarian extract. 

The greatest find as regards the physiological ac- 
tion of pituitary extract is to be noted in the field 
of parturition. Here we have a drug made from 
one of the internal secretory glands. Alone, it has 
no effect in inducing labor, but once labor is on the 
way, whether recognized or not, the action of this 
drug is most remarkable. It brings on uterine con- 
tractions, intensifying the contractile power of the 
uterus most remarkably. Using this drug in proper 
doses and at proper intervals, we may make any 
uterus do the amount of work that the best-behav- 
ing, normally-acting uterus does. It enables a 
primigravida to go through the three stages of 
labor within a period of seven to ten hours. Here 
we have the whole question: proper doses, proper 
intervals, and proper indications. 

What is the dosage? I give a third of an am- 
poule every half-hour or so, according to the activity 
resulting, evidenced by the force of uterine contrac- 
tion and the amount of progress that is observed. 
Three to five minims are given as the first dose in 
order to judge the effect. 

The dose intervals average about a half-hour, 
often longer, rarely shorter. These short intervals 
as a rule represent that period in the second stage 
when chloroform is administered. The administra- 
tion of chloroform has a tendency to inhibit or 
diminish the activity of the pituitary extract. 


Hence, if this be the case, it must be given at more 
frequent intervals than one half-hour. 

Indications: When conditions are normal and 
the relation between the fetal head and the pelvic 
bones is normal, when the presentation is a normal 
one, when all we need is sufficient uterine force, 
then we may use pituitary extract. Let me repeat: 
“When all we need is sufficient uterine force.” 
Hence, when in the first stage or in the second 
stage, labor is not progressing rapidly enough, and 
nothing is at fault except lack of force in the 
uterine contractions, then pituitary extract properly 
administered, gives to the uterus this desired amount 
of force. One need go no further than this, as a 
general statement. I have given in one primigravida 
whom I subjected to the “test of labor” successfully, 
thirteen ampoules in thirty hypodermatic injections, 
and delivered her safely and without instruments 
and without a tear. I was at her bedside for 
eighteen hours. 

Pituitary extract helps us to make the diagnosis 
of labor. If anything in the patient’s behavior, if 
anything in her symptoms, any medical sign, leads 
us to suspect that she may be in labor, or be going 
into labor, whether actual regular pains are present 
or not, three injections, each consisting of half an 
ampoule of pituitary extract, given at intervals of 
half an hour, will aid us in making the diagnosis. 

If the patient is in labor, these three injections 
will produce regular, rhythmical, continued labor 
pains. If she is not in labor, small pains may be 
produced; these will cease and in half an hour or 
so will stop entirely and not recur. This is one of 
the greatest and most valuable aids that we have 
in pituitary extract. It is of wonderful diagnostic 
value in multiparae, and while of great value in 
primigravidae, it is not so important there, because 
the duration of the labor is longer and the fear of 
not reaching the patient at the right time is not so 
pressing. 

A field in which pituitary extract finds an excel- 
lent opportunity for effectual action is the induction 
of labor. If a Barnes bag is introduced into the 
cervix, a few hours afterwards the patient experi- 
ences a sense of pressure and discomfort. If then, 
pituitary extract in small and repeated doses be 
administered, as a general rule labor pains of 2 
rhythmical nature come on and labor progresses 
without any difficulty. No second or third bag has 
to be introduced. This is a marked improvement 
on our usual technic. My success in this procedure 
led me to think of the possible value of -pituitary 
extract in inducing labor without the aid of a Barnes 
bag, for I found that in dry labor pituitary ex- 
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tract, if given shortly after the membranes rupture, 
saves hours and hours of waiting. In other words, 
it brings on rhythmical labor pains very soon. Ox- 
dinarily, when the membranes rupture, we have to 
wait from several hours to two or three days before 
labor pains come on. All this delay can be saved 
in the larger number of instances by the use of 
pituitary extract. 

We must, however, consider this condition as 
probably due to an attempt at labor, unrecognized 
so far as pains are concerned. This is the more 
probable because pituitary extract, when given by 
needle in these cases, promptly starts the labor 
pains in a rhythmical manner. 

It seemed to me that if any drug could be given 
which would have a tendency to bring on labor 
pains, or a tendency to cause the head to mold, or 
the cervix to become softened, or in a slight degree 
dilated, that following this the use of pituitary ex- 
tract might help out. I tried in several cases the 
administration of castor oil, followed by quinine. 
This was followed after a few hours by three or 
four hypodermatic injections of pituitary extract. 
The next morning the same procedure was fol- 
lowed. Castor oil and then quinine was given. 
Two hours after the quinine, on the appearance of 
the slightest pain or discomfort, pituitary extract 
was given and repeated and continued. 

So far I have but one failure, that being a case 
in which this method was tried two weeks before 
labor was due. I tried it again ten days later, and 
it was entirely successful. If, by this procedure, 
we are able to induce labor in appropriate cases 
at or about full term, without the use of the Barnes 
bags, much will have been gained. 

My observation leads me to the belief that the 
nearer the date of the expected labor, the more 
likely is the procedure to be successful. In my 
own experience I should say that in over ninety 
per cent. of the cases in which this method is tried 
a few days before the expected date, success will 
be our reward. 

In labor, the action of pituitary extract in primi- 
gravidae, if properly brought into force, diminishes 
the duration of one-half, so that the average dura- 
tion of labor in a primigravida can be made between 
seven and ten hours. In multiparae the effect is 
more marvelous. The duration of labor, in these 
cases, after the administration of pituitary ex- 
tract is from fifteen minutes to two and a half 
hours, rarely more than this. 

I may say with certainty, that one may, after giv- 
ing pituitary extract to a primigravida, leave his 
patient for a while, but one may never do this 


with a multigravida, for here labor (meaning by 
that, dilatation of the cervix, engagement of the 
head still bobbing above the brim, the passing 
through the vagina, and birth out beyond the perin- 
eum) may take place so quickly that, in the lan- 
guage of a physician friend of mine, who was 
guided by my advice in a certain case—‘“pituitrin 
simply shot the child out of the uterus.” The 
dose here was only one-third of an anftpoule. 

Some patients have between pelvis and fetus such 
a relation that one is certain that labor will prog- 
ress safely and steadily even though pituitrin may 
be needed. This can be satisfactorily accomplished 
only by the physician knowing definitely in every 
case just what pelvic conditions he has to contend 
with. This means that the patient should be ex- 
amined every two weeks up to the last month, and 
during the last month once a week. One is sur- 
prised to find how often, before labor, the head is 
well molded and through the brim, how often it is 
well molded and fixed in the brim. To be fixed in 
the brim, in practically all cases, is a sine qua non 
in primigravidae. 

In other cases there is such a mal-relation be- 
tween the fetus and the pelvis, or the pelvic meas- 
urements are so below normal, that we know abso- 
lutely that no living child can be born per vaginam, 
and that a Cesarean section must be performed. 

Then there is a large number of cases (I am 
speaking now principally of primigravidae), where 
one does not know until the last two or three weeks 
of pregnancy whether there is to be a simple, easy 
and safe labor or not. It is in this class of cases 
that Cesarean section should be considered, and 
the term “Cesarean section” and its meaning, should ' 
be explained to the family of the patient, when 
fixation is absent. 

There are cases where the head is only moder- 
ately engaged and, in some instances, not engaged 
at all. These latter types are the ones to which 
I refer, for they will imply, often enough, if the 
baby is to be born by the natural passages, a long - 
period of fixation, for molding and for passing 
through the brim into the pelvis itself. In some 
cases this will not happen. The patient will be in 
labor for hours, and there will be no fixation and 
no molding. 

With the first form one is confronted with the 
alternative of high forceps, or a long-protracted 
labor with the use of pituitrin. In the second 
type of cases, one is confronted with the probability 
of a version, or some other procedure (symphysi- 
otomy) if the patient be treated obstetrically from 
below. (I am referring now particularly to cases 
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where pelvic measurements are normal, or only 
slightly subnormal.) 

These are the classes of cases in which I believe 
Cesarean section should also be considered before 
labor, and in large number of which, I believe 
Cesarean section should be done sufficiently early. 
Cesarean section is a very safe procedure, if done 
when we want to do it and not when we are com- 
pelled to. If a patient passes hours in fruitless 
labor, attempt is often made to apply high forceps, 
generally against the cardinal rules. If, when 
called to such a case, we broach the subject of 
Cesarean section, the family is struck with the sud- 
denness of the advice, additional consultations are 
required, family councils are held and generally the 
life of the child is sacrificed, and ofttimes the health 
and life of the woman is jeopardized. 

Too much attention to pelvic measurements alone 
is paid by some, no attention is paid to them by 
others. Diminished measurements are always of 
significance, but normal external figures should not 
lull us into a sense of security, for the internal 
measurements may be altered, and a large head 
changes the relation and often makes all the differ- 
ence in the world. Hence, attention to the element 
of fixation in the brim is of the greatest importance. 

No patient should go into labor without the 
physician knowing exactly with what he is con- 
fronted. He should know, before labor begins, 
whether he is dealing with a vertex or a breech or 
a transverse presentation. He should know abso- 
lutely, in a primigravida, whether the head is fixed, 
molded and engaged in and through the brim. If 
he does not know this before labor begins, the mo- 
ment he is called to the patient he should examine 
her and examination should inform him as to the 
conditions with which he is confronted. 

No man should dare to give pituitrin, no matter 
in what small doses, unless he knows the presenta- 
tion and the position. No man knows whether a 
prolonged first stage is a favorable thing, unless he 
knows the presentation and the position. No one 
knows whether a “test of labor” lasting several 
hours, is an advisable procedure unless he knows 
the presentation and the position. Patients in labor 
must be examined. 

The education of the undergraduate, the training 
of the physician himself, and the education of the 
public should be directed towards a recognition of 
the fact that Cesarean section done at the physi- 
cian’s hour of selection, is one of the most salutary 
and life-saving procedures in all surgery. It in- 
sures a living child within two minutes after the 
first incision is made, if the child is alive before 


the operation is begun. It insures a convalescence 
without harm to the mother, in practically all clean 
cases where no careless examinations and injudi- 
cious attempts at instrumentation have been made. 

Frequent examinations of the patient without the 
most painstaking asepsis, prejudice the patient’s 
convalescence. The application of forceps with the 
head above the brim, in the largest number of in- 
stances, means that ‘not sufficient care and not 
enough asepsis have been practised, for this special 
“test of labor’ is not lightly attempted by expert 
hands. 

If there is a choice between high forceps applica- 
ton with a head slightly engaged, after a prolonged 
labor, with the probable resulting production of a 
cystocele and a rectocele and tearing of the perin- 
eum on the one hand, and a clean-cut timely-selected 
Cesarean section on the other, I fail to see how any 
intelligent physician can hesitate as to the choice. 
It is our duty to educate the public up to this fact. 
We are striving to educate the public and the doc- 
tors to the necessity of early diagnosis of carci- 
noma in different parts of the body. This can be 
done only if patients come to the physician early. 
Early carcinoma can be diagnosed only if the physi- 
cian thinks of the possibility of carcinoma in every 
case. 

More lives could be saved than are saved by this 
diagnostic care, more babies could be rescued, fewer 
injuries which mean subsequent operative proced- 
ure would be produced if Cesarean section were 
practised more frequently. 

Cesarean section, of course, must be done when 
the patient’s pelvis is absolutely too small, when 
fibroids or ovarian tumors, or tumors of the pelvic 
bone absolutely prevent the expulsion of a living 
baby, or when there is dystocia after previous oper- 
ation. 

A particularly interesting class of cases is that of 
pregnancy in a uterus containing one or more fib- 
roids which in all probability will interfere with the 
engagement of the head and with its passage through 
the brim of the pelvis. No one can foretell, in the 
early stages of pregnancy, unless the cervix abso- 
lutely blocks the pelvis through the tumor contained 
in it, what these fibroids or myomata will do. They 
assume the most unusual positions during the latter 
months of pregnancy, often growing up out of the 
pelvis and beyond the point at which they may pro- 
duce an obstruction. 

In some cases labor may last one, two or even 
three days, and in the course of time the fibroids 
may pass up out of the pelvis and out of the posi- 
tion where they may obstruct the passage of the 


t 
t 
e 
s 
te 
si 
a 
se 
tu 
‘ tic 
gi 
W 
It 
pla 
she 
in 
cas 
4 gin 
chi 
ph 
wit 
to 
is t 
ap 
If 
the 
vol 
spit 
ma 


tee 


Vor. XXX, No. 4. 


BANDLER—PROBLEMS IN OBSTETRICS. 


AMERICAN 
JOURNAL OF SURGERY. 125 


fetus. But the question is: Do we wish to risk the. 
chance of such a favorable outcome? If it does 
not happen, we are forced to a Cesarean section. 

I know that in the earlier years of my experience, 
such cases came to my attention and notice in. hos- 
pital and in private work, where to-day the safety 
of Cesarean section would make them without ques- 
tion operative cases from the outset. I have had 
several such instances, cases which I have watched 
from the earliest period of pregnancy to full term, 
and I can only say that it is remarkable what 
changes may occur: in the extent, the position, and 
the relation of these intramural and subperitoneal 


fibroids. 


However, it is just in this class of cases that 
Cesarean section should be weighed carefully, as 
the advisable procedure, and in practically all in- 
stances should be accepted as the one and only 
indication. I have had. cases where, had the pa- 
tient come to me before pregnancy, I would have 
expressed the opinion that because of the large num- 
ber of fibroid tumors, pregnancy was almost im- 
possible. We ought to be reasonably delighted if 
such a patient really can conceive and carry to full 
term. Who knows whether a second pregnancy 
will ever take place, or whether it will be con- 
sidered advisable? 

Why not insure the birth of a live baby without 
any hesitation and without any fear by Cesarean 
section? 

In transverse presentation, with membranes rup- 
tured, and in prolapse of the cord, we have condi- 
tions where, to say the least, Cesarean section may 
give a living child, when other procedures will not. 

Cesarean section is advised by many in eclampsia. 
With this idea I agree as a general proposition. 
It is represented as an advisable procedure in 
placenta previa centralis. I fail to see why it 
should not be used in all cases of placenta previa 
in which the child is viable and alive. 

The argument has been made that by treating 
cases of placenta previa centralis, lateralis or mar- 
ginalis from below, we may, and often do, lose the 
child, but we generally save the mother. Then the 
physician looks forward to a subsequent pregnancy 
with a normally situated placenta to give offspring 
to the parent. I say that the important question 
is the life of the child. which is in utero, and not 
a prospective baby which may some day be there. 
If it is the first baby, this is absolutely true, for 
the patient may not become pregnant again, either 
voluntarily or otherwise, and we know that in 
spite of the greatest care, operative procedure or 
manipulation from below are followed by a slight 


inflammatory reaction which may affect the tubes. 
and prevent subsequent pregnancy. 

Some physicians are afraid of the scar on the 
uterus when the subsequent pregnancy takes place. 
I fail to see why an operation, if properly carried 
out, should leave a scar that will not stand the 
strain. Besides, if another Cesarean section be 
necessary, there is no reason why it should not be 
done a second, third or even a fourth time. 


In the next place, the placenta previa lateralis 
or marginalis may occur in a multipara. Then 
why sacrifice the life of that child, why not save 
it, and make certain that the mother is safe? It 
takes only a short time to open the uterus, extract 
the child and remove the placenta. If this pro- 
cedure is advisable in placenta previa centralis, it 
is certainly more easy and safe in placenta previa 
lateralis and marginalis. 


But why should Cesarean section be used only 
in those cases where the indications are so abso- 
lute as these? Why not apply the principle of 
safety to those borderline cases where one wants 
to make sure of a living fetus and sure of the con- 
valescence of the mother without injury to the 
soft tissues below? Here I say the physicians are 
at fault. They are at fault because they fear the 
suggestion of Cesarean section may terrify the 
mother and the family. 

It is only by educating the public up to the safety 
of Cesarean section, it is only by showing them 
that it is not an operation of last resort, that it 
saves the baby within two minutes and in prac- 
tically all of properly selected cases, saves the 
mother also, that we can bring them to the point 
where they will adopt the suggestion of the physi- 
cian. Then we must attempt to educate the physi- 
cian, whose mind is not fixed on Cesarean section, 
but who leans rather, to the operative procedure 
from below, such as high forceps, version, etc. No 
physician who has been in practice for a suffi- 
ciently long time, can fail to look back without 
seeing a large number of cases in which version, 
with or without immediate extraction, was done, 
and many cases of high forceps and even of me- 
dium forceps, where the baby’s life would have’ 
been saved by Cesarian section done at the proper 
time. 

This is the key-note of the question—“the proper 
time.” One does not have to wait until labor pains 
have continued for several hours, though one must 
do this if he is to give the patient the so-called. 
“test of labor.” Then, this so-called “test of la- 
bor” must be carried out in a hospital or properly 
conducted sanitarium, so that, after a fair trial has 
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been given, the patient may be submitted to the 
operation at once. On the other hand, there is no 
reason why one has to wait for the “test of labor,” 
no reason why one has to wait for labor pains, 
simply in order to obtain dilatation of the cervix. 
Cesarean section may be done without the faintest 
pain having depleted the patient’s condition, or 
without there having been any dilatation of the 
cervix. 

The operation should be done when one wishes 
it. It requires only a small incision, entirely above 
the umbilicus. The uterus is incised without any 
attempt being made to bring it out of the abdomen. 
Then the fetus is extracted and the placenta and 
membranes are removed. At the very moment that 
the incision into the abdominal wall is being made, 
one ccm. of pituitrin is given by needle. Thé ac- 
tion of this drug is exceedingly rapid, so rapid in 
fact, that after the incision into the uterus is made, 
there is (not infrequently) difficulty in extracting 
the fetus, because the uterus contracts so promptly. 

After the extraction of the fetus, placenta and 
membranes, the uterus contracts so forcibly that 
there is absolutely no bleeding from the line of in- 
cision, and almost none from the uterine lining it- 
self. Immediately then, a long continuous suture 
is taken through the depth of the wound just above 
the edge of the mucous membrane. It is passed 
from side to side exactly like the subcuticular su- 
ture of the skin. It is then tied firmly. This is 
accomplished within a minute or two and com- 
pletely shuts off the uterine cavity from the wound 
surface. Then one takes his time to pass inter- 
rupted sutures through the entire thickness of the 
uterine wall and down near the mucosa. Other 
sutures are then passed between these and then the 
peritoneal sutures are passed. It is always advis- 
able to place the omentum over the wound and 
then to close the abdominal incision. 

The convalescence is smooth and uninterrupted. 
A procedure which I have followed in recent years 
is to continue the use of pituitrin during the first 
week or ten days. It is given in one-third ampoule 
doses every three or four hours. It keeps the 
uterus properly contracted and aids the muscular 
power of the intestine. Without pituitrin, or with 
it, ergotole also should be given. Ergotole alone 
may be used to keep the uterus more or less con- 
tracted and allow a more rapid healing of the 
uterine incision. Pituitrin helps because it stimu- 
lates. the breasts. 

_ I do not wish to give the impression that I look 
upon. the operation of Cesarean section so lightly 
as to advise it indiscriminately or freely. I have 


had much experience with this operation, espe- 
cially in private practice, and have many, many 
times spoken to the husband or to.other members 
of the family about the condition, and have men- 
tioned the fact that a Cesarean section might be 
found advisable, or asked for the authority to use 
my own judgment at the proper time, and more 
than once have refused to figure in the case unless 
such advice was to be followed if I insisted upon 
it. Yet, strange to say, time and again, as the hour 
approaches when the Cesarean section becomes the 
correct procedure to be advised, the patient will 
hesitate, the husband hesitates, the family hesi- 
tates, and one must proceed quickly and with de- 
termination. 

Those who have not experienced this, can pic- 
ture what difficulties would confront a physician 
who gives this advice without previous preparation 
of the family, without previous explanation for its 
reason. Such people are practically struck dumb, 
they imagine it is an operation of last resort, that 
the patient is in jeopardy, and that only a miracle 
can pull the mother through and no miracle can 
pull the child through at all. This is the popular 
belief. 

I wish to refer to a point in the education of 
undergraduate students, a point which every prac- 
tising physician should also bear in mind continu- 
ously. We are too apt to concentrate our thoughts 
on the fact that the first stage implies the dilata- 
tion of the cervix. Practically all text-books say: 
“The first stage begins with the first labor pains 
and continues until the cervix is dilated to the di- 
ameter of four or five fingers, or until the cervix 
opening is as large as the palm of the hand.” 

Very little is said of the fact that with this dila- 
tation of the cervix there should be going on, hand 
in hand, a molding of the head, a fixation of the 
head through the brim of the pelvis, a gradual 
passage of the head into the pelvis. If the first 
stage is thought of in this way, one logically comes 
rapidly to a decision when treatment is necessary. 
For instance: After several hours of labor in the 
first stage, one examines and finds that the head 
1s well molded and has passed through the brim 
of the pelvis and yet the cervix is not dilated. He 
may now, with perfect confidence, give slight doses 
of pituitary extract, repeated at intervals of a half- 
hour, in order to procure dilatation of the cervix. 

On the other hand if, after several hours of 
labor in the first stage, a physician finds the cervix 
completely dilated in a primigravida, but the head 
not molded and passed through the brim, or mold- 
ing very slowly, and not fixed in the brim, then the 
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only possible excuse for the administration of 
pituitrin in most carefully selected small doses is 
to give an additional “test of labor.” 

Failure of engagement, of fixation and of mold- 
ing, after a proper interval, is to be followed, ac- 
cording to my advice and opinion, by a Cesarean 
section. Hence it is much more important to fix 
our thoughts on the fact that the first stage means 
molding and passing through the brim, than on the 
simple fact of dilatation of the cervix alone. 

When measurements have shown the pelvic di- 
ameters to be below the normal, when with such 
conditions in the pelvis, or even with a normal 
pelvis, examination in the latter weeks show a dis- 
proportion between head and pelvic inlet, induc- 
tion of labor must be considered. This procedure 
is much more simple now than formerly. Instead 
of having to introduce a bag and then after hours, 
a second or even a third, I now introduce one bag, 
and after waiting a few hours, begin with the 
pituitary extract by needle. The result is ex- 
tremely gratifying and time-saving. 

This procedure stands then as a rival to Cesarean 
section done at full term or earlier. No one can 
deny the immense value of this procedure. The 
use of the bag followed by pituitary extract is also 
of value in placenta previa, albuminuria and in 
threatened eclampsia. Here we must weigh in 
every case the matter of time. If the saving of 
time is of importance, Cesarean section is the oper- 
ation for it. If the desire to obtain a full-term 
child is of importance, here again, in many cases, 
Cesarean section is the operation employed. If in 
placenta previa the patient is in a sanitarium or a 
hospital, closely observed and watched, and if there 
is a desire to carry the case on until the child is 
certainly viable, then again Cesarean section is the 
operation employed. 

In these and other indications, to obtain a live 
child is the important consideration, which leads us 
to favor Cesarean section as against the other 
slower and possibly more conservative procedure. 
It is not to be felt that the other procedures will 
not give a living child. They do it in the largest 
number of cases, when applied in the proper way 
and at the proper time. But certainty, certainty 
of a living child, assurance of a living mother, are 
things which cannot be foretold. There is a vast 
difference between deciding these questions before 
birth and looking back upon such a case which has 
ended either favorably or unfavorably after birth 
by the natural paths. 

Pituitrin can do very, very much even in diffi- 
cult cases. If the head engages, if it molds, even 
very slowly, if it passes gradually through the 


brim, we can with patience and repeated injections 
of pituitary extract, with or without intervals of 
rest, guided by the condition of the patient and by 
the fetal heart, carry the most difficult cases to a 
successful termination without the use of forceps. 
But even in such carefully watched and followed 
cases, there must be occasionally an instance where 
the procedure is too much for the child and we lose 
it. The same result confronts us if pituitrin is not 
used, if forceps are applied at what may be con- 
sidered a favorable time, or at a time when all the 
cardinal rules are observed. In my practice I have 
absolutely excluded the use of forceps. Only a 
sudden emergency, demanding the greatest rapidity, 
can influence me to apply them. I feel from the 
experience I have had, that I can do with pituitrin, 
even if more slowly, all that the forceps have ever 
accomplished, and can do it just as faithfully and 
with equal certainty as to the life of the baby, and 
surely with greater assurance as to the conserva- 
tion of the soft parts and of the perineum. 

In my private practice I have not applied for- 
ceps in a period of over two years. When I recall 
the large number of cases with the head in the mid- 
plane and almost on the perineum, where pains 
ceased, hours passed without any progress unless 
forceps were used, and I now contrast with this, 
the ability in all cases to end the labor with the 
use of pituitary extract, and to add chloroform 
when the head is coming over the perineum, I 
realize that I have adopted for my own advantage 
a procedure of the greatest safety and one which 
gives, in the last three-quarters of an hour, a gen- 
uine, harmless, progressive “twilight sleep” of the 
sort that should obtain universal recognition. 
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ROENTGENTHERAPY IN BREAST CARCINOMA. 

Surgeons in general are gradually learning to 
recognize the value of deep Roentgentherapy in 
the post-operative treatment of carcinoma of the 
breast, but very few have yet learned the value of 
using it in all cases. Many surgeons (Rodman as 
an example), only use this treatment in more or 
less advanced cases, in which there is axillary or 
supraclavicular involvement or in which the medi- 
astinum is suspected of involvement. The fact that 
recurrences and metastases can be made to disap- 
pear leads surgeons often to operate on patients 
that. would, under ordinary circumstances, be con- 
sidered inoperable and hopeless. Most of these at 
least I believe have their lives prolonged, provid- 
ing thorough post-operative deep Roentgentherapy 
is given—GerorcE E. PFAHLER in The Journal of 
Advanced Therapeutics. 
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THE MEDICAL DEPARTMENT AND THE 
INCREASED ARMY. 

At present there are 444 medical officers, all told, 
in the United States Army of approximately 90,000 
men. This is a proportion of less than five per 
thousand—a proportion scarcely equal to the mani- 
fold activities of the medical department in times 
of peace and quite inadequate to meet the immedi- 
ate demands, in case of war, of a call for more 
troops. Experts consider seven medical officers 
per thousand men the safe minimum of efficiency ; 
and Surgeon General Gorgas has requested that in 
the army reorganization the medical department be 
raised to and maintained at that percentage. 

The army bill-of Mr. Chamberlain, chairman of 
the Senate Military Committee, provides a propor- 
tion of medical officers of approximately 5.1 per 
thousand—an insignificant increase. The army bill 
of Mr. Hay, chairman of the House Committee on 
Military Affairs, appears to provide for an actual 
relative decrease in the number of medical officers, 
namely, to about 4.6 per thousand. 

The glorious accomplishments, in peace, of the 
medical department of the United States Army—in 


medical research and in sanitation—are known the 


world over. The demands upon that branch of 


the service are increasing in volume and complex- 
ity. Not to increase or.actually to reduce the rela-. 
tive size of that department will hamper its fur-. 
If war breaks out the small num- . 
ber of officers available for the immediate needs of 


ther possibilities. 


recruiting will be quite unequal to the task. It 
was because of the lack of efficient medical recruit- 
ing officers in the Spanish-American War that our 
pension list is being increasingly burdened by thou- 
sands who were unfit for service. Bitter, too, and 
justifiably so, were the criticisms then of the in- 
adequacy and unpreparedness of the medical de- 
partment and the inefficiency of the volunteer med- 
ical corps. 

The Hay bill also provides that the present Med- 
ical Reserve Corps shall be abolished after one 
year; and that medical officers, graded in rank, 
shall be admitted to an “officers’ reserve corps,” all 
such officers to be commissioned for five years. 
Whether or not this would be any less desirable, 
from the standpoint of efficiency, than the present 
organization of medical reserve officers, commis- 
sioned indefinitely as first lieutenants, we are not 
prepared to say. On the face of it, there appears 
no valid reason why medical reserve officers should 
be organized separately from and differently than 
reserve officers in the line, and no reason to fear 
that medical officers in such a reserve would lose 
the interest and control of the surgeon general. 
Nevertheless, under its present organization, the 
Medical Reserve Corps of the Army has responded 
loyally—for the most part—to the opportunities af-. 
forded it for instruction in camps and by corre- 
spondence course, and the active associations in 
New York, Chicago and St. Louis are further evi- 
dence of its spirit and interest. 


THE STANDARDIZATION OF FIRST-AID 
METHODS. 

At the call of a number of chief surgeons of rail- 
roads, there met in Washington last August a First 
Aid Conference composed of representatives of. 
the Medical Departments of the Army, Navy and 
Public Health Service, of the American Red Cross, 
chief surgeons of a number of railroads of the 
United States, civil surgeons representing national 
surgical associations, general officials representing. 
the railroads, and representatives of ipcturers 
of first-aid supplies. 

As reported by Bloodgood in The Military Sur- 
geon, January, 1916, this conference considered: 


Uniformity in methods; standardization of material; 
fixed, uniform rules for all under ordinary circumstancse, 
without interfering with the surgeon’s liberty of action as 
far as initiative towards better methods -is’ concerned: 

* * * 

Whether it was a good plan for railroads, manufac- 
turers, mines, and other employers of labor to furnish 
first-aid packages, fixation dressings. and stretchers for 
transportation at convenient places, quickly available in 
time of accident. 


The character: of the first-aid package: its size, what 


it should contain, and, whether the size and character of 
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the different bandages and gauze pads should vary for 
different kinds of wounds and for varying environment. 
That is, would a single first-aid package meet all the re- 
quirements ? 

Whether any disinfectant (and if so, what kind) should 
be placed in the first-aid package to bé used by the indi- 
vidual or some nearby helper. 

Whether these pri Racing should be issued to the indi- 
vidual laborer as they are to the soldier, or whether the 
pockages should be kept in boxes in readily accessible 
places 

Whether there should be placed a first-aid package con- 
taining special dressings for larger wounds and burns, and 
some liquid or solid ointment for the immediate protec- 
tion of such wounds. 

How much should the individual laborer be told about 
first aid, and the best method of instruction. 

This purely first-aid problem and the question of an 
antiseptic received the larger consideration. 

The problem of fixation dressings for fractures, that is, 
the character of the splint and how it should be arranged 
for first aid, was given: less attention, 

* * * The question of a uniform stretcher * * * 
was emphasized in the addresses of Drs. Harvey Cushing 
and George W. Crile. 


It was brought out in the discussions that 

Many railroads in the United States furnish no first-aid 
material, but some of these provide stretchers at con- 
venient ‘places along the line. Their men receive no in- 
struction on first aid. When a man is injured, the orders 
are to get hold of the nearest doctor, -or have someone 
take the injured to the nearest railroad surgeon. Every- 
thing, therefore, is left to the surgeon. 

Other railroads, working apparently under the same con- 
ditions, have adopted and have maintained for a number 
of years a scheme of first aid as complete as in the army. 
Not only are materials supplied, but the men are instructed 
how to use them. 

It seemed to be the consensus of opinion that railroads, 
mines and other employers of labor should furnish first- 
aid material, and give first-aid instruction under the super- 
vision of their surgical department to their employes. 

Those who have adopted such a system are of the opin- 
ion that the results are better and the period of disability 
shorter, and for these reasons it is a distinctly economic 
gain; without much doubt it is very humane from the 
standpoint of furnishing the best possible immediate treat- 
ment in cases of accident. 

The opinion was uniform that first-aid methods 
should be introduced in all railroad systems, mines, 
manufactures, etc.; but it was also evident that 
there must first be determined a standard of in- 
struction in first aid and of first-aid materials. 

It was therefore determined to request President 
Wilson to appoint a Board of First Aid Standardi- 
zation. This board has been selected by the presi- 
dent and consists of Colonel Louis A. La Garde, 
United States Army, retired ; Major Robert U. Pat- 
terson, of the Red Cross; Surgeon A. M. Fauntle- 
roy, U. S. Navy; Assistant Surgeon General W. C. 
Rucker, U. S. Public Health Service; Dr. A. Shel- 
ton Horsley, of Richmond, Va., representing the 
American Medical Association; Dr. S. C. Plummer, 
of Chicago, representing the American Association 
of Railway Surgeons; -and.Dr. Richard A. Harte, 
of Philadelphia, representing the American Sur- 
gical Association. 

This commission will investigate Sretnid meth- 


ods, packages, the standardization of first-aid equip- 


ment and an identical course of instruction to be 
followed throughout. the country, and will report 
on these subjects to the American First Aid Con- 
ference, of which Surgeon General Gorgas is 
president. 

To further stimulate general attention to this im- 
portant subject, the national surgical associations 
and the state medical societies have been requested 
to appoint first aid committees. 

The First Aid Conference has thus taken a long 
step forward in a matter of grave importance and 
vital interest. In this country—indeed in all coun- 
tries—the loss of life and limb in industrial, rail- 
road, mine and shipboard accident is far too large. 
General instruction to workingmen in the princi- 
ples and practice of first aid, and standardization 
of first-aid methods among railroad, mine and fac- 
tory surgeons, will go far to diminish this great 
loss. They will, too, act beneficently by encour- 
aging caution and mutual helpfulness. 

With this must go hand in hand unceasing ef- 
forts in accident prevention by the further develop- 
ment of safety devices and the elimination, as far 
as possible, of human errors. 


THE PILCHER SEMI-CENTENNIAL. 

Fifty years have passed since Lewis Stephen 
Pilcher, distinguished surgeon, scholar, student of 
medical history and editor of Annals of Surgery, 
entered the practice of medicine. Fittingly to cele- 
brate this semi-centennial of notable activities, a 
committee of Dr. Pilcher’s many admirers have 
arranged for a series of open clinics to be held in 
all the Brooklyn hospitals on May 11th, 12th and 
13th, and a banquet in Dr. Pilcher’s honor on the 
12th. 

The long list of distinguished medical and lay- 
men, American and foreign, that ornament the 
committee testifies to the esteem in which Dr. 
Pilcher is held. THE JouRNAL joins with them in 
felicitations and affectionate tribute. Long may 
Dr. Pilcher live to grace American surgery and 
surgical journalism ! 


WILLIAM L. RODMAN. 

Sad, indeed, is the recent death, from pneumo- 
nia, of Dr. Wm. L. Rodman, in the zenith of his 
career and during his incumbency of the high office 
of president of. the American Medical Association. 

In the. medical. affairs of this country Dr. Rod- 
man _was a man of importance no less than of pro- 
fessional distinction. For years he had labored, 
and successfully, in the effort to raise the standard 
of American medical education; and his activities 
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in this direction, both in committees of the Amer- 
ican Medical Association and otherwise, stamp him 
as a man of force and of ideals. His labors to 
establish a voluntary national licensing board were 
also successful. The importance of this is evi- 
dent; may it soon lead to a rational system of na- 
tional licensure. .He was active in the American 
Society for the Control of Cancer, and much of 
his professional and public work was in this field. 
He had been much interested in the reorganization 


THE LATE DR. WILLIAM L. RODMAN. 


of the medical department of the army, in which 
he had served from 1880 to 1882. At the time of 
his death he was agitating medical military pre- 
paredness, for which his experience of many years 
in the Committee on National Legislation of the 
A. M. A. had made him an able spokesman. 


As a surgeon Dr. Rodman was equally distin- 
guished. After serving as Professor of Surgery 
in the University of Louisville for five years, he 
removed to Philadelphia in 1898 to accept the chair 
of surgery in the Medico-Chirurgical College, 
which he occupied until his death. Since 1900 he 
was also professor of surgery at the Woman’s 
Medical College of Pennsylvania. During these 
years he made many contributions to surgery and 
became one of the most prominent of American 
surgeons. Most conspicuous in his work are his 
clinical studies of breast tumors and, especially, his 


insistence upon the removal of the ulcer-bearing 
area in operations for gastric ulcer. 

The presidency of the American Medical Asso- 
ciation falls to Dr. Albert Vander Veer, of Albany, 
like Dr. Rodman, a prominent surgeon and well 
fitted to occupy this office. 


TWO NEW RESEARCH JOURNALS. 


Two new journals have recently appeared, each 
devoted to an important field of medical research. 


The Journal of Cancer Research is a quarterly, 
edited by Dr. Richard Weil, of Cornell University 
Medical School. Its first number, dated January, 
1916, contains the following: Further Investiga- 
tions on the Origin of Tumors in Mice (The Part 
Played by Internal Secretions in the Spontaneous 
Development of Tumors), by A. E. C. Lathrop and 
Leo Loeb; The Mortality from Cancer in the 
Western Hemisphere, by Frederick L. Hoffman, 
LL.D.; The Effect of Phloridzin on Tumors in 
Animals, by F. C. Wood and E. H. McLean; 
Pathological Aspects of Some Problems of Experi- 
mental Cancer Research, by James Ewing; Trans- 
plantable Sarcomata of the Rat Liver Arising in 
the Walls of Parasitic Cysts, by G. L. Rohdenburg 
and F. D. Bullock; Chemotherapeutic Experiments 
on Rat Tumors, by Richard Weil; Proceedings of 
the American Association for Cancer Research. 

The Journal of Immunology is a bi-monthly, 
edited by Arthur F. Coca, also of Cornell Univer- 
sity. The first number, February, 1916, contains 
three Studies in Anaphylaxis by Richard Weil; 
two articles on Complement Fixation in Varicella, 
Vaccinia and Variola, by John A. Kolmer; The 
Fate of Various Antibodies in the Precipitin Re- 
action, by Frederick P. Gay and Ruth L. Stone; 
Kidney Lesions in Chronic Anaphylaxis, by T. Har- 
ris Boughton; The Destruction of Pneumococci 
Following Intraperitoneal Injection, by F. Berry 
and C. O. Melick; and the Proceedings of the So- 
ciety for Serology and Hematology. 


“THE PROCTOLOGIST AND GASTRO- 
ENTEROLOGIST.” 


The American Journal of Gastro-Enterology has 
combined with The Proctologist and is now pub- 
lished as The Proctologist and Gastroenterologist, 
from St. Louis. Dr. Lewis Brinton, Philadelphia, 
and Dr. Anthony Bassler, New York, have edito- 
rial charge of Gastroenterology; Dr. A. L. Bene- 
dict, Buffalo, is editor of Dietetics; Dr. Rollin H. 
Barnes, St. Louis, is managing ‘editor and pub- 
lisher. 
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Surgical Sociology 


Ira S. Wile, M. D., Department Editor. 


WORKMEN’S COMPENSATION. 


American experience with workmen’s compen- 
sation acts is sufficiently limited to warrant con- 
stant inquiry into the practical results of such laws 
now established. The second annual report of the 
Industrial Acciderit Board of Massachusetts pre- 
sents the results of a study of over 96,000 non- 
fatal injuries and over 500 fatal injuries reported 
during the year ending June 30, 1914. Eighty- 
seven per cent. of the non-fatal cases were insured, 
while 72.8 per cent. of the fatal cases came within 
the provisions of the act. 

The social loss from physical disability is mani- 
fest by the aggregate loss of 190,795 weeks repre- 
senting a total wage loss of $3,172,440. Eliminat- 
ing those persons whose incapacity did not extend 
over 24 hours, the per capita number of days lost 
was 24.26. Without any system of compensation 
this entire wage loss would have been borne by the 
employees, while the industrial efficiency of the 
employers would have been decreased through the 
greater incapacity of workmen as a result of a lack 
of prompt and adequate medical service. Inas- 
much as medical service only is provided for the 
first two weeks, 42,798 employees had the advan- 
tages of such attendance. The total compensation 
paid all injured employees and dependents of all 
fatally injured employees directly amounted to 
$882,162. The expenditures covering medical and 
hospital services and medicines totaled $446,171. 
In addition to these two items, liabilities were in- 
curred for services rendered but still unpaid and 
for compensations representing deferred payments 
for losses incurred amounting to $1,283,419. 

The dependents of those employees who met with 
fatal injury secured protection by financial com- 
pensation amounting to $69,577, while the deferred 
payments will bring the total of estimated liability 
for fatal cases to $578,705. These large sums of 
money were secured by a rational compensation 
provision and served to protect families of em- 
ployees from further disabilities consequent to de- 
privation of wages. The social benefits are obvi- 
ous. 

Of the non-fatal accidents, 32 per cent. were 
due to hand labor and only 25 per cent. were 
caused by machinery. Machinery caused 17 per 
cent. of the fatal accidents, while hand labor was 
responsible for 5 per cent. With the exception of 
only a small per cent., the victims of these indus- 
trial accidents, fatal or non-fatal, were male. The 
largest number of persons affected were in the in- 
come group between 11 and 12 dollars a week. 
The largest number of these fatally injured were 
between the ages of 40 and 49 years, while those 
of non-fatally injured 37 per cent. were in the age 
group 21 to 29 years. 

The cost for providing compensation as far as 
the employers were concerned represented on the 
average approximately 1 per cent. of the payroll, 


but inasmuch as it was intended that this cost be 
shifted to the consumer, the cost of such insurance 
to the consumer of manufactured products would 
amount to only 18 cents per hundred dollars value. 
It is patent that the social distribution of this com- 
pensation liability is almost negligible, amounting 
as it does to $.0018 per dollar purchase. 

The experience of the Massachusetts Board dur- 
ing the past two years has prompted it to suggest 
some changes in the compensation law. Among 
those of particular importance is one which pro- 
vides that the law be changed so as to provide for 
a waiting period of 10 days instead of 2 weeks in 
all cases in which the incapacity does not exceed 
28 days. In all other cases where the period of 
incapacity exceeds 28 days, compensation should 
date back to the actual day of injury. It is cer- 
tainly very desirable that the maximum compensa- 
tion be allotted to the injured employee, who cer- 
tainly is entitled to full compensation for the entire 
period of disability if he is entitled to compensation 
for any part of it. The original intent of a waiting 
period was to provide against malingering, but 
practical experience has indicated that this is a 
negligible factor. Malingerers are not numerous 
when individuals on a low income basis can scarcely 
afford to sacrifice their wages while the compen- 
sation returns would not total more than half of 
the losses thus fraudulently incurred. 

The large amounts of money expended for med- 
ical and hospital service indicate that compensation 
acts not alone distribute the economic loss but cre- 
ate a more independent status for the employee 
and result in more adequate medical and surgical 
attention, either at home or in the hospital. From 
the standpoint of medical economics, it is note- 
worthy that the physician and surgeon is actually 
paid for services given and his responsibility for 
careful attention to the victims of industrial acci- 
dents is enhanced. 

There is every reason for the medical profession 
to stand back of and support social legislation of 
this character. If the appeals must be made to the 
pocketbooks, it cannot be gainsaid that the medical 
profession is a distinct gainer through the enact- 
ment of compensation acts or health insurance 
laws. If the appeal is made to the social con- 
science of the profession, it is undeniable that the 
social and economic results to society not merely 
warrant the establishment of workmen’s compen- 
sation acts but demand them as acts of social 
justice designed to protect and benefit the large 
industrial population forming the bulwark of 
society. 


Bone SuRGERY. 

There is no branch of surgery in which nature 
is more exacting than in bone work. To be suc- 
cessful in this field, the cases must be carefully se- 
lected, the most rigid asepsis should be observed, 
the surgeon must possess a good working knowl- 
edge of anatomy.and fully appreciate the laws of 
stress, strain and leverage.— M. E. Preston, in 
Colorado Medicine. 
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Book Reviews 


The Aftermath of Battle. With the Red Cross in 
France. By Epwarp D. ToLanp. With a Preface by 
Owen WistEerR, New York. THe MacmiLtan Com- 
PANY, 1916. 


The writer presents us with a series of pen pictures 
so vivid, so convincing, and yet so pathetic, that the little 
book is bound to make a strong appeal both to the medi- 
cal profession and to the laity. With an enthusiasm born 
of true sympathy for his fellows, he takes us through the 
wards of the badly organized, inadequately equipped hos- 
pital, where surgeons and nurses fight their battle with 
suffering, incapacity, and death, and shows us “Jock,” 
“the finest sprinter of his regiment,” a helpless cripple for 
life, another specimen of young manhood reduced to 
hopeless imbecility, babbling the nursery rhymes of child- 
hood, and still another, 25 years old, who with two broken 
legs, had crawled through the woods for five days before 
help came, and who is now in such a condition of sepsis 
that it is hard to see how he can live. Sepsis, gangrene, 
tetanus stalk through the wards, with Death too often 
following at their heels. Such is the “Aftermath of Battle.” 


Post-mortem Examinations. By Witttam S. Waps- 
wortH, M.D., Coroner’s Physician to Philadelphia. 
Octavo; 598 pages; 304 original illustrations. ‘ Phila- 
and London: W. B. SauNpErs Company, 


This is one of the most curious books we have ever 
been called upon to review. At first glance, the book is 
prepossessing; it is well printed, of a respectable size, 
and the illustrations are attractive. Our interest was 
further aroused by the preface, in which the author 
claims that he wrote the book upon an experience of 4,000 
autopsies, so that, we presumed, he could speak with 
authority. It did not take us long, however, to discover 
that the work fails dismally in every expectation. The 
text is different from that of any treatise upon pathology 
that has ever been written. Indeed, we find very little 
pathology at all, and what there is of this subject is, to 
speak charitably, crude. The most part of the text is 
devoted to vague, aimless statements of possibilities. It 
is not often that we can pin the author down to a defi- 
nite statement of fact, and when he is not writing in this 
manner, he is perpetually criticizing. There is hardly a 
page that does not contain one or more criticisms against 
the medical profession. It is therefore no surprise to find 
the ego in this work unusually dominant. The book is 
hopeless from every point of view. 


Medical Lectures and Aphorisms. By Samvuet GEE, 
M.D., F.R.C.S., Honorary Physician to H. R. H., the 
Prince of Wales, and Consulting Physician to St. 
Bartholomew’s Hospital. With Recollections by J. 
WickHAM Lecc. Duodecimo; 408 pages. London: 
Hopper AND Hovucurton, 1915. 


This book is a sort of pot-pourri of medical lore. The 
lectures cover a wide variety of topics upon internal medi- 
cine, and the text is simply a running commentary, as 
though given at a lecture. The value of the book con- 
sists in the teachings of a keen and practical clinician. 
Moreover, the text has real charm. 


Beauty a Duty. The Art of Keeping Young. By 
Susanna Cocrort, author of “What to Eat and 
When,” etc. etc. Octavo; 384 pages; illustrated. 
Chicago and New York: Rann, McNatiy & Company, 
1916. Price, $2.00, net. 


Now that the “other worldliness” of fanaticism is elim- 
inated as a factor in the solution of life’s problem, we find 
‘ourselves striving for that poise, the harmony between the 
inner and outer self, which was the ideal of the beauty- 
loving Greek. Miss Cocroft’s book is rich ‘in suggestions 


for the attainment of that ideal. The beauty which Miss 
Cocroft would have us strive for cannot be acquired by 
any artificial means, but must come as a result of the 
scientific care of the body. No fault or imperfection must 
be neglected for even a short period. Surgeon, doctor, 
dentist, must each contribute in the elimination of pain, 
waste of energy, and tension, so destructive to watchful 
care of each part of the body. Miss Cocroft further en- 
joins upon us the importance of right thoughts and feelings 
as a factor in beauty and poise. 

Miss Cocroft’s work is well known, but this book will 
be helpful to thousands who may not be fortunate enough 
to enjoy her personal ministration. 


Anatomia de los Conductos Biliares y de la Arteria 
Cistica. Dr. Pepro BeLou, Profesor Titular de Ana- 
tomia Descriptiva de la Facultad de Ciencias Medicas 
de Buenos Aires. Paper Octavo; 302 pages; 102 il- 
lustrations; and 22 plates. Buenos Aires: Imp. 
“Oceana”—Calle, Chili 525, 1915. 


This valuable monograph represents a painstaking ana- 
tomical study. All abdominal surgeons may very profit- 
ably study the many excellent drawings and beautiful 
colored plates showing the variations and anomalies of 
the biliray ducts and the cystic artery—even if they do 
not read the Spanish text. 


Progress in Surgery 


A Résumé of Recent Literature. 


Gall Bladder Diseases. C. H. Mayo, Rochester, Minn. 
New York Medical Journal, March 4, 1916. 


Cholecystitis is an effective disease of the gallbladder. 
The bacteria are in the tissues of the gallbladder. 

Infection may be mild, acute, chronic, or recurring. 

Gallstones may occur in mild infections. 

Cholecystitis or cholecystectomy without stones or local 
evidence of infection will not improve the symptoms for 
which the operation was made. 

Gallstones may cause mechanical obstruction. 

Cholecystostomy (with removal of stones, if present) 
gives high percentage of cure only if the infection has 
subsided or has been maintained by stones. 

Cholecystectomy with or without stones in diseased gall- 
bladders or existing cholecystitis gives a high percentage 
of cure. 

Reflex gastric symptoms are caused by the infection. 

The infection may through local peritonitis cause ad- 
hesions to bowels or stomach or of the liver to the ab- 
dominal wall. - 

Symptoms of mild gastric trouble may be nearly con- 
stant, increase with exacerbation of infection and sub- 
sidence of attack, much like those of ulcer. 

The etiology may be a small local focus primary in the 
mouth or secondary in the appendix. 

Typhoid bacteriemia may be the etiological factor. 


Ulcers New and Old: Jejunal for Duodenal Ulcers. 
Sm J. Bianp-Sutton. British Medical Journal, Feb- 
ruary 19, 1916. 


Since the treatment of duodenal ulceration passed into 
the province of surgery it has become the routine practice 
to perform gastro-jejunostomy for its relief, in the hope 
that, by diverting the chyme through the new stoma into 
the jejunum, the ulcer will heal. If the pylorus is ob- 
structed by the ulcer the results are usually good, because 
the chyme must flow through the new stoma, but when 
the pylorus is patent the chyme flows through it, and in 
some instances ignores the new route. This is not imagi- 
nation, for the efflux can be watched with the help of an 
opaque meal and +-rays. I believe it is better, whenever 
practicable, to excise the pylorus with the ulcerated por- 
tion of the duodenum and rejoin the stomach and duodenum 
on the principle cf an end-to-end anastomosis. If this 
method could be made safe, gastro-jejunostomy for the 
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relief of chronic duodenal ulcer with an unobstructed 
pylorus would soon be abandoned. 

Experience proves that posterior gastro-jejunostomy 
with an obstructed pylorus is a beneficent operation, in 
spite of the risk the patient runs of getting a new ulcer for 
an old one. The new ulcer has been evolved during this 
generation by alterations in the environment of the 
jejunum brought about by surgery. 


An Unusual Case of Mesenteric Transplantation. . 
Castro, Costa Rica, Journal of the American Medical 
Association, March 4, 1916. 


Castro reports a case cf omental defect after an oper- 
ation for appendicitis in which the appendix was imbedded 
in omental and intestinal adhesions, and there were ad- 
hesions elsewhere and signs of chronic inflammation. 
There was also a Meckel’s diverticulum with evident 
signs of chronic inflammation of its terminal portion, 
about three times as large as the normal appendix, which 
it was thought necessary also to remove. From the whole 
operation the intestinal lumen was decidedly diminished 
so that obstruction was feared. To cover the stump and 
raw surfaces left after the operation, a piece of mesentery 
between two veins as large as a silver half-dollar was 
dissected out and transplanted so as to cover the denuded 
area of the bowel. The operation was a complete success. 
Castro emphasizes the fact that this method of covering 
the raw surface was quite different from the two usual 
methods; namely, the suture of omentum to raw surface 
and torsion of the gut on its long axis with suture to an 
attached flap of the mesentery. Both methods, it seemed 
to him, would be liable to aggravate the condition already 
existing in this case. 


Linitis Plastica. JosepH Sater, Philadelphia. Ameri- 
can Journal of the Medical Sciences, March, 1916. 


“Linitis plastica is a condition in which the wall of the 
stomach becomes greatly thickened, loses its motility, suf- 
fers a marked diminution in its functional activity and 
as a result leads to death by starvation.” The condition 
is rare. In the majority of instances, it is the result of a 
diffuse infiltration of the stomach coats by carcinoma. 
In rare instances, the condition is the result of syphilis, 
ulcer or a diffuse serositis. In many cases no underlying 
lesion can be discovered. The diagnosis is made either 
by (1) the clinical history and signs; (2) by x-ray; (3) 
exploratory laporatomy. As a rule, the clinical pheno- 
mena are not very precise. The diagnosis, however, may 
be surmised: if the history is gradual; if there is evi- 
dence of decreasing capacity of the stomach; if there is 
fulness and perhaps a firm, round mass in the epigastrium. 
The x-ray picture is usually characteristic and serves to 
clinch the diagnosis. The treatment is purely surgical. 
Sailer reports an interesting case in a physician, in which 
the condition was due to carcinoma. 


What Goiters Demand Operation? Franx H. LAuwey. 
Boston Medical and Surgical Journal, February 24, 
1916. 


The thyroid gland is subject to the following changes, 
from a clinical point of view: 

Thyroiditis ; 

Enlargement (symmetrical or asymmetrical) without 
toxic symptoms (simple goiter, colloid goiter) ; : 

Enlargement (symmetrical or asymmetrical) with 
symptoms of hyperthyroidism (hyperthyroidism or ex- 
ophalmic goiter) ; 

Cysts; 

Adenomata ; 

Carcinoma and sarcomata. 

Thyroiditis occurs chiefly in the presence of infections 
elsewhere in the body. In three cases, abscess formation 
occurred but once, and in that case it was impossible at 
the time of incision to be certain that the pus was not 
outside of the thyroid gland. Surgical treatment will 
rarely be necessary here, and when so, only in the form 
of incision and drainage. ‘ 

Symmetrical enlargement without toxic symptoms usu- 
ally occurs in young girls soon after the establishment of 
the menses. The enlargement may be somewhat greater 


in one lobe than the other, and the gland upon palpation 
is fairly firm. Provided there are no symptoms of hyper- 
thyroidism, this type of goiter in no way demands sur- 
gery, but should be submitted to medical treatment, and 
a careful watch kept for the onset of symptoms of hyper- 
thyroidism, when an operation should be advised. 

Colloid degeneration may also produce enlargement of 
the thyroid, which is more or less symmetrical, although 
one lobe is frequently enlarged more than its neighbor. 
The gland in this case is usually soft on palpation. The 
condition is the result of a retention of some of the ele- 
ments of the thyroid secretion. This type of goiter may 
be submitted to surgical treatment because of its unsightly 
appearance, because of pressure symptoms, or because it 
has persisted for a long time. 

Enlargement involving the whole gland, or, what is 
more common, the whole gland, but more particularly the 
right lobe, with symptoms of hyperthyroidism, are best 
submitted to surgical treatment in the form of ligation or 
partial thyroidectomy as early as possible. The so-called 
cardinal symptoms of hyperthyroidism need not be and 
frequently are not all present. The presence of two of 
these symptoms with or without some of the secondary 
symptoms, such as nervousness, diarrhea, sweating, ete, 
should suggest strongly the existence of this 
even the presence of an unexplained tachycardia should 
be looked upon with suspicion. <a 

Cysts of the thyroid, when of sufficient size.to be notice- 
able, are usually single, and should be submitted to sur- 
gical operation because of their unsightly appearance, be- 
cause of pressure, because they are intrathoracic, or may 
become so. A very large intrathoracic cyst or adenoma 
may be present while there appears but a slight enlarge- 
ment in the region of the thyroid gland, represented by 
the top of the cyst as it appears above the clavicle or 
sternal notch. These intrathoracic goiters may exist with 
but occasional interferences with respiration or circulation. 

Adenomata of the thyroid may be single or multiple, 
and, like cysts, should be submitted to surgical operation 
for the same reasons and because they may at any time 
become malignant. 

_ With cysts and adenomata symptoms of hyperthyroid- 
ism as a result of pressure may arise at any time and 
operation then be indicated. 

Carcinoma and sarcoma of the thyroid gland, to be 
benefited to any extent by surgical measures, more than 
in almost any other part of the body, must be submitted 
to early surgical treatment, and then even under the most 
favorable conditions the prospect of early recurrence is 
great. This constitutes an argument in itself to remove 
all suspicious localized swellings of the thyroid gland. 


Goiter: An Analysis of 137 Cases. CHarues N. Down, 
New York. Journal of the American Medical Asso- 
ciation, February 12, 1916. 


From an analysis of 137 cases of goiter treated at the 
Roosevelt Hospital, Dowd deduces that for nontoxic pa- 
tients suffering from pressure symptoms or neck de- 
formity, cyst enucleation or partial thyroidectomy is very 
satisfactory in relieving symptoms and preventing the like- 
lihood of later toxicity. For mildly toxic patients opera- 
tion is also very satisfactory, and when the toxic symp- 
toms develop in connection with pre-existing goiter, cure 
is almost certain. When they develop in the early stages 
of the growth, cure is usually obtained but cannot be so 
confidently predicted. The operation may be partial thy- 
roidectomy, cyst enucleation, artery ligation or boiling 
water injection, according to the case. Advanced exoph- 
thalmic goiter presents the most difficult problems. Many 
elements must be considered, including the complex nature 
of the ductless glands, their interrelations and chemical 
influences from other parts of the body and the various 
therapeutic measures which interrupt this vicious chain 
of disturbance. The hyperplastic thyroid seems to cause 
many of the symptoms and is the organ most easily at- 
tacked. The treatment consists largely in the endeavor 
to control its overactivity. Rest is an important element. 
Boiling water injections have an undoubted influence, and 
can be used for patients too ill for other measures. The 
ligation of the thyroid arteries is also beneficial and can 
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be used as a preliminary measure or substitute for hemi- 
thyroidectomy. Partial excision of the gland must be con- 
sidered a most reliable therapeutic measure, but the ad- 
ministration of drugs and the animal extracts may be 
beneficial. A choice cf method should depend on the con- 
dition of the patient, and, if rightly made, nearly all the 
patients can be improved. 


Concerning Shot-Wounds of the Skull. (Zur Frage der 
Schddelschiisse.) ALFRED KIRCHENBERGER, Commander 
of the Field Hospital, Miinchener Medizinische 
Wochenschrift, January 25, 1916. 


Publications on the question of skull shot-wounds are 
usually concerned with when to operate and when not to 
operate. The author desires to emphasize several points 
regarding how to operate in these cases. In general avoid 
all unnecessary trauma. Thus local anesthesia is to be 
preferred in every case. One of the cocain preparations 
with the combination of adrenalin obviates the necessity 
of putting hemostatic sutures. Scopolamin, otherwise 
recommendable, should not be used because it increases 
blood pressure. In tangential shot-wounds it is only neces- 
sary to prolong the wounds slightly; in penetrating wounds 
the incision should connect the point of entry and exit. 
Extensive osteoplastic flaps are never necessary in the 
opinion of the author; nor is it necessary to separate an 
extensive surface of the periosteum in case underlying 
bone need be removed. The object of this simplified 
technic is to save unnecessary shock, unnecessary chances 
of bone necrosis, prolonged operation, many assistants. 
The operation at Kirchenberger’s hands lasts 10 to 15 min- 
utes and he is assisted by an orderly who steadies the 
patient’s head, protected by sterile pads. 

The second point to be emphasized is concerning trans- 
portation. This the author insists should be done as soon 
and as rapidly as possible, immediately after receiving 
the skull injury. The soldier should be at once taken to 
the surgical hospital and there permitted to rest for at 
least 14 days. Many cases with unconsciousness, wake 
up after several days of rest and improve in a most un- 
expected fashion and go on to improvement and even 
recovery. While operated cases who have the advantage 
of absolute rest sometimes surprise the surgeon in the 
way they improve from an almost. hopeless condition. 
Under no circumstances should a freshly operated patient 
be subjected to a prolonged transportation. This is dan- 
gerous. 


Gunshot Wounds of the Chest. Sir JoHn Rose Brap- 
ForD. The Lancet, January 29, 1916. 


The author having studied many hundreds of cases of 
thoracic injuries among the wounded in France, details 
his experience. The larger part of the article is devoted 
to hemothorax. This may follow a non-penetrating or a 
penetrating injury. In the former variety, the hemothorax 
is not markedly different from the common variety, 1s 
usually of small size and not uncommonly is infected. In 
penetrating wounds, hemothorax may result when the 
wound is not in the chest itself, but in the neck, arm or 
upper abdomen, and further it may occur on the opposite 
side of the body. Double hemothorax is not uncommon 
and may go on to recovery. Subcutaneous emphysema is 
often present. In a series of 450 cases of hemothorax,, 
about 25 per cent. was infected. 

Sterile hemothorax: Hemoptysis is present in a large 
number of cases but is only very rarely fatal. Fever is 
almost always present, usually not higher than 102°; but 
if expectant treatment is pursued this may continue in- 
definitely. If, however, the fluid is aspirated many of 
the cases become at once afebrile and go on to convales- 
cence. A second group however even after paracentesis 
may continue to run temperature suggesting infection, 
when the cultures are all sterile. Such cases, however, 
gradually come down to normal after a few weeks and 
get well. In the first 12 to 24 hours after injury, well- 
marked physical signs are absent, even the very marked 
symptoms are present. Displacement of the heart may be 


found, with signs denoting poor entry of air into the 
chest, but the percussion note is not markedly dull. Twenty- 
four hours later, however, typical signs of effusion are 


present. If the fluid is not aspirated marked retraction 
tapidly develops. 

As to the treatment, in the earlier cases an expectant 
treatment was followed, but it was found that although 
the patients recovered, they remained feeble and ill for a 
long time. Later, the cases were treated by aspiration 
accompanied by oxygen replacement. This was found to 
yield excellent results and should be the treatment of 
choice.’ The fever disappears and collapse of the lung is 
prevented. 

Infected hemothorax: Bacteriological studies showed 
that 25 per cent. of the hemothorax cases were infected and 
that of these, 20 per cent. were infected by lung organisms 
and 80 per cent. by organisms derived from the exterior. 
Infected cases must be recognized at once in order that 
early effective treatment be carried out. Prompt drainage 
will save life. The diagnosis can only be made by ex- 
ploratory aspiration, as the symptoms may be identical 
with those of the sterile variety. 


The Treatment of Gunshot Wounds of the Knee 
Joint. A. L. Kwoop. British Medical Journal, 
January 29, 1916. 


The author bases his observations upon the study of 
60 cases. The most important points in connection with 
such wounds are the following: 

1. That all foreign bodies, whether metal or loose bone, 
should be removed from the knee-joint at the earliest 
possible moment. 

2. Perfect immobilization is absolutely necessary. Do 
not start passive movements too early; wait at least three 
weeks after the inflammation has subsided. 

3. Absolutely complete excision of all necrotic or even 
edematous tissue. 

4. The capsule should be closed at the first operation if 
at all possible. 

5. Antiseptics, except saline solution and formalin, 
should not be introduced into a joint. 

6. Tubes should never traverse the joint surface as in 
Barnard’s- method. 

7. Patients should not be moved till one is satisfied that 
infection has been successfully combated. 

There was only one death. Amputation was necessary 
only three times and free movement of the joint was 
obtained in 49 of the cases. 


Sodium Hypochlorite in the Treatment of Septic 
Wounds. F. J. A. Datton. British Medical Journal, 
January 22, 1916. 


The results obtained by the use of sodium hypochlorite 
in the present war have been so remarkably satisfactory 
that Dalton believes it should be the method of choice. 
He concludes as follows: 

The advantages observed in the employment of the 
sodium hypochlorite solution in the treatment of septic 
wounds may be briefly stated as follows: 

1. The simplicity and cheapness of preparation of the 
antiseptic. 

2. Being non-toxic and non-irritating to the tissues when 
properly prepared according to Dakin’s’ formula, the 
hypochlorite solution may be safely used in large quanti- 
ties over long periods of time without ill effects. 

The deodorant action of the solution is remarkable. 
The fetor from gangrenous tissues usually disappears in 
24 hours. 

4. The rapidity with which sloughs separate and clean 
granulation tissue is formed in a wound under its in- 
fluence. 

5. The infrequency of re-dressing required by cases 
treated as described with hypochlorite, compared with 
the constant change of dressings required in large wounds 
with other forms of antiseptic. 

6. The fact that injections of the hypochlorite solution 
into the rubber tubes used in the dressings may with 
safety be entrusted to very imperfectly trained ‘orderlies 
without fear of ill results, once the case has been ade- 
quately dealt with by the surgeon. 

The facts referred to under (5) and (6) are very im- 
portant considerations in war surgery, as cases frequently 
arrive in large numbers at varying intervals. 
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Shot Injury of the Brachial Plexus, Suture and Cure. 
(Schussverletzung des Plexus brachialis. Naht. Hei- 
Jung.) AvERBACcH, Miinchener Medizinische 
W ochenschrift, November 16, 1915. 


Inasmuch as the prognosis of shot injuries and in fact 
other injuries of nerve plexuses is said by both neurolo- 
gists and surgeons to be unfavorable, Auerbach reports a 
case the success of which contradicts the current opinion. 
The patient was an officer who received a bullet wound 
in the neighborhood of the spinous process of the seventh 
cervical vertebra. The point of exit was one and a half 
‘centimetres wide and situated two centimetres above the 
clavicle to the outer border of the sterno-cleido-mastoid. 
The patient complained of very severe pain over the out- 
‘side of the upper arm, on the posterior and external aspect 
of the forearm and on the external border of the palm 
as well as the back of the thumb. There was hyper- 
sensitiveness to all the tests. He could raise his shoulder 
but not his arm, nor could he move his forearm or rotate 
it externally. There was slight atrophy of the deltoid 
and of the flexor muscles of the forearm. At operation 
the fifth cervical root was found embedded in a thick 
cicatrix a half inch wide. This was resected and the 
distal and proximal ends of the nerve were approximated 
by catgut sutures. Several sutures were passed into the 
perineurium., The sixth cervical root was also found em- 
bedded in a dense cicatrix but had not been severed. The 
cicatrix was excised. The suture held. The dressing was 
so applied as to fix the head flexed toward the elevated 
shoulder. Soon after the operation a very vigorous electro 
and mechano-therapeutic course of treatment was insti- 
tuted which lasted eight months. The author considers 
this as of the greatest importance and ascribes a great 
part of the cure to the post-operative treatment. 


Ten Suggestions to Physicians in the Treatment of 
Eye Injuries and Eye Diseases During Service in 
War. (Zehn Rathschlige fiir Aerzte zur Behand- 
lung von Augenverletzungen und Augenerkrankumgen 
im Kriegsdienst.) Dr. E. V. Grosz, Miinchener Med- 
izinische Wochenschrift, November 16, 1915. 


1. Bandage the injured eye; place loose sterile gauze 
over the lids, cover with cotton and bind with a mull 
bandage. 

2. The bandage should be removed after 24 hours and 
not later than 48 hours, as the conjunctiva of the wounded 
eye secretes. 

To cleanse the lid margins use 3 per cent. boracic 
acid solution. Do not use strong antiseptic solutions. 

4. The pupil should be dilated with 1 per cent. atropin 
except where increased intraocular tension, as determined 
by palpation, is present. In such event use 2 per cent. 
pilocarpin drops instead. 

5. Foreign bodies in the eye are suspected when there 
is a small point of entry, hemorrhage within the eye or 
traumatic cataract. The diagnosis is established by means 
of x-rays and in case of pieces of iron by means of the 
sideroscope. In any event the patient suspected of foreign 
body in the eye should be immediately transferred to an 
eye-clinic or such department provided with the necessary 
equipment for removing iron splinters by magnets, or by 
operation. Every day delayed is dangerous for the eye. 

6. Shattered remains of the eye from which light per- 
ception is gone, must be removed in the interest of the 
other eye. In the presence of a traumatic iridocyclitis 
associated with destroyed light perception the eye should 
be removed. Enucleation should provide for the preserva- 
tion of the conjunctiva and of the eye muscles so that an 
artificial eye may be the more properly adjusted. ' 

Splinters and shots which are concealed in the orbit 
without causing any reaction may be left undisturbed. 

8. Lid defects and ectropion should be remedied as 
soon as possible. 

Suppurative infections of the conjunctiva are con- 
tagious. The eye in such case should not be bandaged 
but should be washed frequently, while the healthy eye 
should be protected. Such patients should be assigned to 
an eye department. 

10. Trachoma may be detected by reflecting the upper 
lid where at the conjunctival reduplication the character- 
istic nodules, hypotrophic areas and scars may be seen. 


The Physiological Treatment of Bullet and Shell 
Wounds of the Peripheral Nerve Trunks. Henry H. 
M. Lyte, New York. Surgery, Gynecology and Ob- 
stetrics, February, 1916. 


In this article, based on experiences with the American 
Ambulance, Juilly, France, Lyle emphasizes the impor- 
tance of continuously supporting the extremity in such a 
manner as to avoid joint contracture and fatty degenera- 
tion of the stretched, paralyzed muscles. Thus, for the 
dropwrist of musculo-spiral paralysis a Tuffier palmar 
splint is used which extends the wrist and abducts the 
thumb. The nutrition of the muscles is maintained by 
warm starch baths, systematic massage, kneading and 
exercises. Electricity only is insufficient. 

Pressure of a bone splinter, an inflammatory exudate 
or a shell fragment may cause irreparable damage. Such 
condition needs prompt recognition and treatment. Pri- 
mary nerve suture is rarely indicated in war injuries. 
Support of the paralyzed muscles must not be deferred 
to the so-called after-treatment. 


Operative Treatment of Gunshot Injuries to the 
Peripheral Nerves. H. E. Scuirrsauer, K6nigsberg. 
Surgery, Gynecology and Obstetrics, February, 1916. 


In cases cf complete nerve severance of long standing 
the sensory field may have diminished in size due to col- 
lateral branches. Complete sensory inhibition in all quali- 
ties is not always found when the nerve is completely 
torn. On the other hand nerve continuity may be intact 
notwithstanding complete motor and sensory paralysis. 
Failure to improve in three months indicates operation. 
In cases of partial motor and sensory paralysis of a 
peripheral nerve operation is indicated if marked improve- 
ment does not take place in eight months. 

Schiffbauer does not agree with the neurologists Oppen- 
heim and Rothman in delaying operation for several 
months, but for many reasons favors operation as soon 
as the wound is fully healed and the danger of infection 
is past. In badly infected cases he waits six to eight 
weeks after wound healing, in clean wounds three to six 
weeks. Severe and uncontrollable pain is an indication 
for operation. Neuroma formation was found in all the 
fragmented nerve ends. 

The important points in the operative treatment are: 
accurate coaptation of the normal nerve ends in their 
physiological, anatomical relation; aseptic healing without 
hematoma formation; early passive and active motion; 
massage, heat and electricity. 

The operations were performed without a tourniquet. 
The wound must be dry before closing. A compressive 
dressing must be applied to control oozing; it is better 
to drain for twenty-four hours. Hemorrhage from cross 
section of a nerve is controlled by digital compression 
of the nerves or, if necessary, by twisting the vessel with 
a fine hemostat. 

Important factors in the technic of neurorrhaphy, in- 
cluding the determination of scar tissue in the nerve, are 
given in the article. 


Cancer of the Breast: Figures Which Show that Edu- 
cation can Increase the Number of Cures. 
C. Buoopcoop, Baltimore. Journal of the 
American Medical Association, February 19, 1916. 


Bloodgood is under the impression that during the last 
five years there has ‘been a change in the relative propor- 
tion of the benign and the malignant growths of the 
breasts and that the latter are decreasing, and that this 
change is associated with a shorter duration of the dis- 
ease and with earlier seeking of relief. He did not 
realize, however, that the change is as great as the statis- 
tics indicate. A study of 1,577 cases in the records of 
the Surgical Pathological Laboratory of the Johns Hop- 
kins Hospital gives the following figures: “From 1889 to 
1900, the percentage of benign lesions was 32; from 1900 
to 1910, 41; from 1910 to 1913 it was 47, and from 1913 to 
1915, 59, or from 1910 to 1915, 54. Therefore, in about 
six years as compared with the previous ten, the percent- 
age has increased from 41 to 54 (13 per cent.). But in 
the past three years it has increased 12 per cent. over 
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the previouus three years.” Only definite undoubted cases 
of benign lesions are included in the above. Inoperable 
cases are distinctly’ on the decrease. The figures also 
show increase in certain types of adenocarcinoma, while 
malignant cystic adenoma seems to have decreased, and 
cancer cysts are apparently disappearing. Other forms that 
are decreasing in frequency are the malignant papilloma- 
tous cysts and colloid cancer. Adenocarcinoma of the 
duct-cancer type is increasing, but the type of adenocar- 
cinoma in which there is the greatest increase is that 
which may develop in the so-called chronic cystic mastitis 
of the: adenocystic type. Adenocarcinoma with areas of 
cancer is increasing, but the type of adenocarcinoma in 
which there is the greatest increase is that which may 
develop in the so-called chronic cystic mastitis of the 
adenocystic type. Adenocarcinoma with areas of can- 
cer is increasing, especially since 1913, and chronic 
mastitis not associated with lactation appearing as a some- 
what circumscribed tumor shows a marked increase. The 
only way in which he can explain this is that a certain 
type of a circumscribed scirrhous tumor shows a greater 
decrease than any other form of malignant growth. Blood- 
good’s evidence seems to show that chronic cystic mas- 
titis with large cysts has a tendency to disappear spon- 
taneously and that if women delay it will be less fre- 
quently seen; it will be otherwise, however, if they seek 
advice early. The benign form of chronic cystic mastitis 
without large cysts is distinctly on the increase and the 
percentage of the malignant form has increased. We 
have evidence, therefore, that cancer in the adenocystic 
mastitis is an early form of cancer, and if the patients seek 
operation early, as seems to be the case, the percentage 
of cures will increase from 90 to 100. If women come 
early we shall find that the borderland group is large and 
the difficulties of diagnosis will be increased. It is Blood- 
good’s opinion, however, that if every case is carefully 
investigated the mistake of incomplete operations will 
never be committed, but the mistake of performing a 
radical operation for a benign lesion will occur in from 
10 to 20 per cent. of the cases. He is quite certain, how- 
ever, that when women appreciate the situation they will 
prefer the slightly mutilating operation to the danger of 
an incomplete removal of a malignant growth. 


Laboratory Diagnosis of Chronic Infections of the 
Urinary Tract in Women, ArtHur H. Curtis, Chi- 
cago. International Journal of Surgery, January, 
1916. 


Even small amounts of pus in the urine should be in- 
vestigated and not carelessly ascribed to vaginal contam- 
ination. Persistent pyuria in the absence of an easy 
demonstrable bladder lesion is held to be almost invariably 
due to a kidney disease. 

Curtis -suggests the following method of examination 
for obscure cases of renal tuberculosis: Provided the 
lungs are normal, potassium iodide is given for a period 
of several days. This is followed by the administration 
of 1/10 mg. old tuberculin twenty-four to forty-eight 
hours before examination. Massage of the kidneys sev- 
eral times daily in conjunction with the iodide and tuber- 
culin tests aids in the production of a focal redction. 
Finally, liquids are limited to a minimum before the col- 
lection of specimens with the two-fold object of irritat- 
ing the kidney through the concentration of solids and 
increasing the number of bacteria in a given quantity of 
urine. Urine so obtained is examined after centrifugation 
in a high power centrifuge, which is held to be vastly 


superior to those in ordinary use. In the event of nega-° 


tive findings, many specimens are examined. Petroff’s 
cultures and injection of medium sized guinea-pigs are 
also used. 

Curtis draws the following conclusions: 

1. Chronic infections of the urinary tract can be best 
diagnosed by one who is actively engaged in clinical work, 
ticluding cystoscopy and in laboratory study. Careful cor- 
relation of clinical findings and laboratory methods, with 
extensive modifications in cultural technic to meet in- 
dividual cases, is essential. 

2. The source of even small amounts of pus in the 
urine should be investigated; the place of its formation 


should be definitely localized through the assistance of 
ureteral catheterization. 

3. Persistent pyuria in the absence of a gross bladder 
lesion is almost invariably due to kidney disease. 

4. In those frequent cases with bladder irritability 
which yield clear, bacteria-free urine, cultures from the 
traumatized urethral, canal, or from the introduction of a 
probe into Skene’s ducts, may demonstrate the cause of 
infections. When bacteria are widely scattered or grow 
with difficulty, a mixture of the urinary sediment with 
blood, followed by making a large number of ascites- 
bloodagar tubes, of high dilution, results in conditions 
favorable for the development and isolation of the bac- 
teria present. 

5. Experience teaches that the chief lesions in urinary 
tuberculosis are usually renal. In obscure cases laboratory 
diagnosis is facilitated by the use of potassium iodide, 
tuberculin, kidney massage, limitation of liquids, repeated 
examinations of fresh specimens after high power centri- 
fugation, Petroff cultures, and injection of a series of 
medium-sized guinea pigs. 

6. There is seemingly a tendency to lay undue stress on 
functional urinary tests at the expense of careful routine 
examination. 


The End-Results in Seventy Consecutive Cases of 
Umbilical Hernia Operated Upon at the Massa- 
chusetts General Hospital. C. C. Simmons, Boston. 
Boston Medical and Surgical Journal, March 9, 1916. 


Small umbilical herniz in thin adults, and umbilical 
hernia in children, may be cured by any operation which 
— the sac and closes the defect in the abdominal 
wall. 

Cases of umbilical hernia in stout adults are difficult to 
cure. The Mayo operation, of transverse closure of the 
ring, with an overlap. of the aponeurosis, gives the best 
results. 

In adults, closure of the ring by any other method than 
the Mayo, ina general hospital, is followed by 46.4 per cent. 
of recurrence. 

Recurrence, if it is to take place, usually does so in 
less than one year. 

The suture material employed has no relation to the 
liability to recurrence. 

Skin sepsis is very likely to occur, but, apparently has 
no relation to recurrence. 


The Diagnostic Value of Gonococcus Vaccine. (Der 
diagnostische Wert der Gonokokkenvakzine.) Pro- 
FEssorR AscH and Mep. Srup. Apter, Miinchener 
Medizinische Wochenschrift, No. 3, January 18, 1916. 


In patients who had an attack of urethritis, treated or 
untreated, it is of the greatest importance to determine 
whether the Gonococcus is still present in their secretions. 
It has been the practice of the authors when treatment is 
concluded and the soldiers suffering from an attack of 
gonorrhea are ready to be discharged as clinically cured, 
to inject from 50 to 100 million killed gonococci intra- 
muscularly preferably in the gluteal region. This vaccine 
injection is claimed by the authors to be provocative of 
the residual gonococci which may have previously failed 
of detection by microscopic examination. Two to three 
days later the secretions from the urethra and the prostate 
are examined. Frequently after this provocative injec- 
tion of the vaccine, gonococci appear. Usually they are 
degenerative types, are usually large, swollen and spherical 
instead of kidney shaped. Of special value is this vaccine 
injection in chronic urethritis in which there are secondary 
bacterial invaders, principally the suspicious diplococci. 


A Sign in Fracture of the Pelvis. G. P. CoppEerNaiL, 
Bedford, New York. Medical Record, March 4, 1916. 


The sign that Coppernail refers to is ecchymosis of 
the perineum and scrotum in men, and of the perineum 


and labia in women. It is invariable in fractures of the 
pubis (the most common form of fracture of the pelvis), 
but may be absent in small fractures of the crests of the 
ilium. 


